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Our lives, and the events that punctuate them, do not play out within a vacuum. 
Rather, we are all part of an intrinsically connected network of people that cumulatively 
influence our thoughts, feelings and behaviours. Even the seemingly individualistic act of 
taking one’s own life is irrefutably linked to the social environment in which it occurs. With 
over 800,000 lives lost each year, the equivalent of one death every 40 seconds (World 
Health Organisation (WHO), 2014), suicide is recognised as a major global health issue. A 
dominant research theme across multiple disciplines is thus the prevention and prediction of 
future suicidal behaviour. The research outlined in this thesis will add to this growing body of 
literature by exploring, through the lens of the social identity approach, how social 
determinants may enhance or exacerbate protective and risk factors linked to suicidal 
behaviour in community settings. For the purpose of this thesis, these factors are stigma of 
mental ill-health, help-seeking, and well-being in those bereaved by suicide. Four empirical 
papers, as follows, are presented in this body of work:  
Paper 1 demonstrates how, within a university community (N = 493) in which there 
are high levels of stigma of mental-ill health, students that identity more highly with the 
university group exhibit greater reluctance to avail of on-campus mental health services.  
Paper 2 examines the relationship between identification and stigma of mental ill-
health. Mediation analysis shows how higher identification with a community group (N = 
626) results in perceiving lower levels of stigma amongst group members, via increased 
perceptions of social support. This effect is amplified when participants identify highly with 
more than one group. 
Paper 3 tracks measures of stigma and attitudes towards mental ill-health and help-
seeking before and after community-based mental health services were introduced in two 
towns in Ireland (N = 1074). All measures evidence positive change after these services were 
introduced, demonstrating how the arrival of such services, and the subsequent increased 
visibility of the issue of mental ill-health, can help alter public perceptions of both mental ill-
health and help-seeking. 
Paper 4, the final paper in this thesis, examines a measure of well-being in those 
bereaved by suicide before and after taking part in a community-based suicide awareness 
event (N = 3716). This event serves a dual purpose of acting a fundraiser, whilst also drawing 
attention to the immense issue of suicide and bringing together those who may have 
previously been isolated in their grief. Results show a significant increase in well-being 
amongst individuals who have lost a loved one to suicide after partaking in the event, and this 
effect can be explained through identification with other participants who may have 
experienced a similar loss.   
Cumulatively, this thesis makes a substantial theoretical contribution by 
demonstrating, first, that identification with a community group can have a significant impact 
on well-being, the stigma of mental ill-health and help-seeking, and how this impact can be 
either positive or negative depending on the context and group in question. Second, it 
evidences that measures of stigma, attitudes, and well-being amongst community respondents 
are subject to change based on the visibility of the issue of mental ill-health and suicide in 
local environs, with resultant practical and applied implications for the provision of services 
and tackling the stigma of mental ill-health in community settings.  
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This chapter will introduce the background to the project along with overarching aims 
of the thesis and research questions. A review of relevant literature, key themes and 
theoretical frameworks will follow, before the four empirical studies that form the main body 
of the thesis are introduced.  
Background and Research Question 
 Mental ill-health and suicidality are critical social issues both in Ireland specifically 
and internationally. In the Irish context in particular, a downward trend in the national suicide 
rate reversed to coincide with the onset of a national and global economic recession.  By the 
end of 2012, the male suicide rate was estimated to be 57% higher than if the pre-recession 
trend had continued (Corcoran, Griffin, Arensman, Fitzgerald & Perry, 2015). 
Disproportionately high suicide rates amongst young people, which are amongst the highest 
in Europe, remain despite a stabilisation in overall suicide rates (National Office of Suicide 
Prevention (NOSP), 2015). As is the case worldwide, these figures represent just a fraction of 
those whose lives have been affected by suicide, self-injurious behaviour, and other mental 
health issues. In addition to the approximate 500 deaths each year to suicide in Ireland 
(NOSP, 2015), there are over 12,000 annual presentations of deliberate self-harm nationwide, 
with non-reported incidents making the true figure significantly higher (Griffin et al., 2013). 
Mental health problems are a key predictor of suicidality. The lifetime prevalence of such 
problems range from 25 to 50% of the population globally (WHO, 2001; Kessler et al., 2005; 
Moffitt et al., 2009). In spite of such high prevalence, mental health problems continue to be 
seen as taboo; something to be ashamed of, embarrassed by, which has ultimately detrimental 
outcomes for the disclosure of issues and uptake of vital professional help (Corrigan, 2004).  




upon the term ‘mental ill-health’ in this thesis to recognise that, just like physical health, 
everyone has mental health that occurs along a spectrum ranging from good to poor (WHO, 
2001). When a person has mental ill-health, this will generally cause difficulties in carrying on 
with everyday life, similarly to how physical ill-health might; though not always to the same 
extent as a person who meets diagnosable criteria of a serious (mental) health problem or disorder 
(Kinderman, 2014). The term mental ill-health therefore encompasses a wide range of negative 
mental health issues, from stress and anxiety to clinical depression and psychosis. 
Professional help for people experiencing mental ill-health in Ireland can be obtained 
via the services run under the auspices of the Health Services Executive (HSE), via GPs or 
emergency inpatient admissions. However, access is restricted due to resource limitations in 
addition to the reluctance to seek help mentioned above, particularly when services are 
hospital-based, as many HSE offerings tend to be. In this context, a number of NGOs have 
developed and grown to fill these service needs, many receiving HSE funding. One of these 
is Pieta House, a community-based mental health service that was founded in 2003. Pieta 
House’s primary aim is to provide free, one-to-one crisis counselling for individuals 
struggling with issues related to suicide and self-harm. The service has expanded over the 
lifespan of this project to also offer suicide bereavement counselling and a suicide helpline. 
The growth of the organisation and need for services means that Pieta House now operate 13 
prevention centres nationwide and continue to grow.  
Mindful of the stigma associated with help-seeking for suicidality, Pieta developed a 
model of operations where each prevention centre was conceptualised as being embedded 
within a community. This was due to a belief that such a model would result in maximum 
uptake of support services by local residents, whilst also ensuring continued support and 
therefore the longevity of each prevention centre. In order to achieve this, Pieta, like many 
4 
 
other community-based organisations, enlist community support in areas that they are 
considering expanding to. Community mobilisation has ranged from organising fundraisers 
and town meetings; the formation of action groups; locating suitable sites and premises, to 
raising awareness about the need for such services through media and public campaigns. 
Because of the resultant publicity, the arrival of Pieta centres has made the issue of suicide 
and self-harm more visible in the community. Therefore, one aim of this project was to 
establish if this visibility might enact change in stigma and attitudes towards mental ill-health 
and help-seeking. Whilst such findings would provide crucial information for the 
development of future suicide prevention and intervention services, we acknowledge that the 
social determinants of suicide, and ways in which these may be overcome are just one part of 
the puzzle.  
Suicide and mental ill-health more generally are acknowledged as being incredibly 
complex phenomena, with a large body of research across many different domains speaking 
to the benefits of a wide range of prevention and intervention methods (see Zalsman et al., 
2016 for a review). These include, but are not limited to, restricting access to lethal means 
including control of analgesics and ‘hot-spots’ for suicide by jumping, education programs 
including school-based awareness initiatives, pharmacological interventions, gatekeeper 
training, education of physicians, and introduction of internet and helpline support services 
(Zalsman et al., 2016). Therefore, whilst identifying how social determinants may change 
perceptions around mental ill-health and suicide and influence willingness to engage with 
professional support is undeniably valuable information that may serve to inform future 
intervention methods, this research must be considered simultaneously to the body of work 
that precedes it, and not as a stand-alone approach. We do however believe that when it 
comes to mental ill-health and suicide, and the potential to save lives, every part of this 
puzzle counts. So, whilst this research may not offer a comprehensive solution to these 
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issues, the consideration of social factors in relation to mental ill-health, suicide, and help-
seeking behaviour can contribute an additional layer of understanding to what is already 
known, 
 A shared interest in social catalysts of suicide and mental ill-health, coupled with 
funding from the Irish Research Council (IRC) aimed at facilitating collaboration between 
researchers and organisations, allowed for a partnership with Pieta House to develop that 
would form the basis for this doctoral project. However, we were not just interested if the 
introduction of community-based mental health services would facilitate a change in the 
attitudes and stigma surrounding suicide, mental ill-health and help-seeking. We were also 
interested in why this might be the case, and the underlying processes that sustain or diminish 
stigma and help-seeking behaviour within a given group of people. In other settings, the 
social identity approach has been useful in explaining both perceiving and coping with stigma 
(e.g. Farrow & Tarrant, 2009; Haslam, Jetten, Postmes & Haslam, 2009) whilst it has also 
been conceptually linked to help-seeking (Jetten, Haslam & Haslam, 2012).  
The social identity approach is a dominant meta-theory within social psychology 
concerned with two subsidiary theories, social identity theory (SIT; Tajfel & Turner, 1979) 
and self-categorization theory (SCT; Turner, Oakes, Hogg, Reicher & Wetherell, 1987), 
which are linked by their concern with the processes that surround the way people define 
themselves as members of a social group (Reicher, Spears & Haslam, 2010). This seemed 
like an appropriate explanatory framework to explore both the effectiveness or otherwise of 
Pieta Houses community intervention model in relation to stigma reduction and the processes 
underlying any changes.  Therefore, the primary research question was, ‘how do social 
factors influence issues related to mental health and suicide in community settings?’.  
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In order to answer this question, we conducted two inter-related strands of research. 
The first strand is reported in the first two papers included in this thesis, in which we assess 
whether group identification influences the stigma of mental ill-health and the likelihood of 
help-seeking. The second strand of research reported next in this thesis, examines whether the 
stigma of mental ill-health and help-seeking, in addition to well-being in those bereaved by 
suicide, are subject to change based on increased visibility of mental ill-health and suicide 
issues within community groups.  
It should be noted that due to the nature of this work, which is situated in applied 
surroundings and reliant on many external factors, the papers included in this thesis do not 
follow a neat linear pattern as some laboratory-based experimental research might. Rather, 
this project grew, developed and changed direction alongside developments in our partner 
organisation, and drew upon resources and populations that we could establish access to. This 
development is demonstrated in our third aim (see below) related to the role of social 
identification in those bereaved from suicide, which was rooted in the expansion of Pieta 
House’s services to assist those who had a lost a loved one to suicide midway through this 
project. This change coincided with a slowing down in the establishment of the new 
community-based centres that were originally envisioned when our research proposal was set 
out to the IRC. However, this is the nature of applied research. So, although there were 
challenges to progress, there were also opportunities as the project and the partnership with 
Pieta developed. It is also necessary to point out that, apart from facilitating data collection 
where access was required, Pieta had no influence on the recruitment of participants, data 
analysis, write-up of articles or framing of arguments; these were all conducted 
independently.  




1) To evaluate if open and visible access to mental health services, such as Pieta 
House, have community consequences that extend beyond the direct effect of 
individual counselling, and can at a local level can destigmatise the issue of suicide, 
mental ill-heath and help-seeking.  
2) To contribute to (a) research capital in the area of suicidology and suicide research 
more generally in Ireland and (b) the evidence base of social identification by 
demonstrating its influence on the stigma and attitudes surrounding mental-ill health 
and help-seeking behaviour. 
3) To determine if social identification with similar others can positively impact well-
being in those bereaved by suicide 
Although, above, the overarching research question and supplementary aims, project 
strands, as well as the theoretical underpinnings of the research, are presented fait accompli, 
the design of these studies followed a careful review of relevant literature. However, as this 
thesis follows the article based PhD thesis structure, the literature review below is brief 
relative to the traditional thesis format. That being said, each thesis publication includes its 
own introduction and discussion sections and the chosen format avoids redundance and 
repetition.  
 
Literature Review and Theoretical Frameworks 
Suicide: A Social Phenomenon. 
The idea that suicide itself may have social determinants is by no means novel. 
Rather, it has been widely accepted that the environment in which we live can contribute to 
suicide and mental health struggles. The first person to acknowledge such an influence was 
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Durkheim (1897), in his ground-breaking work, Le Suicide. Durkheim maintained that 
individual pathology was a consequence of social dynamics (Berkman, Glass, Brissette & 
Seeman, 2000). He posited there were four primary reasons why a person would take their 
life, all linked to social factors, and developed a theoretical typology of suicide to explain 
these. Anomic suicide occurs when a person experiences a sense of disconnection and lack of 
belonging from society that results from weakened social cohesion, and occurs during times 
of political, social or economic upheaval. Altruistic suicide describes how excessive 
regulation of individuals by social forces can move a person to suicide for the benefit of a 
cause or for society at large (e.g., suicide bombers). Egoistic suicide happens when people 
feel completely detached from society, for example, when ties are weakened through 
retirement or disability. Finally, Fatalistic suicide occurs under conditions of extreme social 
regulation that result in oppressive conditions which become unbearable, frequently 
evidenced amongst prisoners. Durkheim believed his theorising could rid understanding of 
suicide from all explanations that infer individual or other extra-social causes for suicide, 
leaving only social determinants to be considered (1987; 1951).  
Although we do not agree with Durkheim in this regard and are mindful of the 
complicated range of phenomena  that contribute to suicidal behaviour, for example,  the 
interplay of biology, psychology, environment, and culture that contribute to more inclusive 
models of suicide favoured by both modern sociologists and psychological theorists (e.g., 
Integrated Motivational-Volitional Model of Suicidal Behaviour; O’Connor, 2011), elements 
of Durkheim’s theory remain very much relevant in the present day. Durkheim was amongst 
the first to look past biological and individual determinants of suicide in his typology. 
Moreover, his emphasis on integration, regulation and social solidarity as contributors to 
suicide (1897; 1951), albeit outside of his four stringently defined categories, can be 
positioned as representative of how suicide is viewed in terms of social determinants in 
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modern society. This is particularly true for some of the most salient social contributors to 
suicidality: the stigma surrounding mental ill-heath and help-seeking, that are the focus of 
this work.  
Durkheim’s analysis emphasises the need for a model of suicide that attends to the 
social psychological foundations of suicide. Yet, the majority of suicide models that currently 
dominate conversation in this area continue to overlook or only briefly acknowledge social 
environment in which suicides are enacted (see Barzilay & Apter, 2014). This omission is 
something that is visible not only in models of suicide, but also in models used to predict and 
understand help-seeking behaviour, and is therefore of particular relevance to this project.  
Models and Predictors of Help-Seeking Behaviour 
Originally, many of the variables used to predict help-seeking behaviour were related 
to demographic factors, for example, gender, race, socioeconomic status, religion, and 
education level (e.g. Kelly & Achter, 1995), and these still play a prominent role in many 
commonly-used models of help-seeking, such as the social behaviour model (Anderson & 
Newman, 1973). Varying psychological variables are now also recognised as being important 
predictors of help-seeking. These include, but are not limited to, levels of distress, fear of 
treatment, attitudes towards counselling, need for self-concealment, and the desire to avoid 
experiencing painful or distressing emotions (see Cantazaro, 2010). Many of these too have  
been incorporated into models, such as the threat to self-esteem model of reactions to aid 
(Fisher, Nadler, & Whitcher-Alagna, 1982) and Cramer’s (1999) model of willingness to 
seek counselling. More recent models again have expanded to recognise the important role of 
stigma (e.g. Vogel, Wester, Wei & Boysen, 2005), something discussed below in greater 
detail, as well as cultural influences (West, 2007). 
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What is particularly notable in its absence in such models of help-seeking however, as 
is also the case with models of suicide, is any reference to the social groups to which a person 
belongs to or identifies with. Given what the social identity approach can tell us about the 
sizeable role that group memberships can have on thoughts, feelings and behaviours across a 
wealth of domains (Jetten et al., 2012), this represents a considerable void. We therefore posit 
the social identity approach as a highly relevant theoretical framework to guide the study of 
mental ill-health and suicide, with the potential to explain how the groups to which we belong 
can influence how these issues are viewed by members of the public, and thus willingness to 
engage with relevant professional support services. 
A Social Identity Approach to Health and Well-Being. 
 The social identity approach highlights the fact that we do not exist in isolation. 
Rather, we are a part of many different social groups. When we identify with these groups 
and see ourselves as similar to other group members, these group identities can be 
internalised; they can give us a sense of belonging, meaning, or purpose; and, importantly for 
the purposes of this thesis, provide a platform for the giving and receiving of social support; 
the resources to cope with stigma and discrimination, ultimately forming part of our social 
identity (Haslam et al., 2009). 
As stated previously, the social identity approach embodies a meta-theory in social 
psychology comprised of two subsidiary theories, these being the social identity theory (SIT; 
Tajfel & Turner, 1979) and the self-categorisation theory (SCT; Turner et al., 1987), and 
integrates sociology and psychology by focusing on how individual psychology is socially 
structured (Naughton, 2017). SIT was conceptualised to explain intergroup behaviours 
including discrimination between ingroup members (‘us’) and outgroup members (‘them’). It 
proposes that that we come to interact with others in terms of intergroup relations by 
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processes of categorisation, identification, and differentiation (Reicher et al., 2010). SCT 
expanded upon this view to explain how individuals tend to categorise themselves into 
certain psychological groups in contexts where a series of values and interpretations are 
shared (Turner et al., 1987). Therefore, the salience of social identities depends on the social 
context itself. For example, when attending university a person might self-categorise as 
student as this is the salient identity in that context. Yet the same individual, whilst staying in 
their ‘home’ area during the summer vacation, might self-categorise as a member of the, for 
example, Clare/Galway/Mayo community. Moreover, when we self-categorise as a member 
of a defined group we see ourselves as similar to other members, and we become more 
susceptible to group norms for behaviour and belief (Hornsey, 2008). 
 Social identity is also seen as being of significant importance in the interpretation of 
and responses to health phenomena (Haslam et al., 2009). Group indentification has been 
described as providing ‘a social cure’ across a wide variety of social and health-realted 
outcomes, (Jetten, et al.,  2012), or indeed, in certain contexts, ‘a social curse’ with group 
identification at times driving negative outcomes (Rubin & Stuart, 2017). This approach has 
been proposed  as ‘the new psychology of health’ (Haslam, Jetten, Cruwys, Dingle & 
Haslam, 2017) as there are several key areas in which the social identity approach can be 
applied to an understanding of health behaviour and well-being. Examples of this, although 
this is not an exhaustive list (Haslam et al., 2009), include social identity as, a determinant of 
health-related norms and behaviour, a basis for social support, a coping resource, a 
determinant of symptom appraisals and responses, and a determinant of clinical outcomes. 
All of these areas relate to the focus of this thesis, and thus justify our application of social 
identity approach in this context. 
 In addition to theoretical justification, there is empirical evidence to support this 
application. For example, previous research has established how group identification is 
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highly beneficial for a wide range of health-related matters, which extend from reducing 
depression (Cruwys, South, Greenaway & Haslam, 2014), protecting against stress 
(Gallagher, Meany & Muldoon, 2014, to dealing with dementia, brain injury, and strokes 
(Clare, Rowlands & Quin, 2008; Haslam et al., 2009; Walsh Muldoon, Gallagher & Fortune, 
2015). This evidence has also informed a directed program of psychologcal intervention, with 
the aim of enhancing health and well-being amongst individuals that may otherwise be 
isolated (‘Groups4Health’; Haslam, Cruwys, Haslam, Dingle & Chang, 2016).  
As yet, however, the processes through which group identification may impact on 
stigma and attitudes surrounding mental ill-health and suicide, or willingness to engage with 
professional help or support for these issues have not been established. Nor has the evidence 
base on the importance of group identification been extended to dealing with the trauma of a 
suicide bereavement, although research has demonstrated how identification can aid recovery 
from other traumatic experiences, including political violence (Muldoon & Downes, 2007), 
and homelessness (Tomas, Gray, McGinty & Ebringer, 2011). In this way, not only will the 
application of the socal identity approach in this research further knowledge of the social 
fabric surrounding mental ill-health and suicide, but it will also extend theoretical knowledge 
and the evidence base of the social identity approach to a new area, encompasing a major 
global health issue.  
The reasons why the social identification approach is applicable to the study of mental 
ill-health and suicide, is something that will discussed in greater detail in the remaining part 
of this chapter and in the empirical papers that follow. Briefly, this relates to how dominant 
factors related to mental ill-health and suicide, such as stigma and help-seeking behaviour, 
are socially driven. Because of this, the social identity approach provides an important 
framework for explaining how and why stimga and attitudes towards mental ill-health and 
help-seeking may be influenced by the beliefs and norms of social groups that a person 
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positions themselves within, and why this influence may be either positive or negative 
(Tarrant & Butler, 2011).  
Stigma as a Social Determinant of Suicide and Barrier to Help-Seeking.  
Throughout this thesis, the concept of stigma is discussed. Stigma can be defined in 
many ways, stemming from Goffman’s (1963) framing of a stigmatised person to mean 
someone with a ‘spoiled identity’, to Blaine’s (2000) interpretation of the term as the 
perception of being flawed, or somehow less than others, because of a personal or physical 
characteristic that is regarded as socially unacceptable. This ties into Durkheim’s concept of 
regulation, and a need to fit into the constraints determined by society to be acceptable or 
‘normal’. Mental ill-health is a prime example of a characteristic that is frequently subject to 
stigma (see Corrigan, 2004), as it violates the norms established by modern society that 
people should behave in a certain way and activates negative stereotypes held about people 
that experience such issues, leading to prejudice and discrimination (Corrigan, Druss & 
Perlick, 2014). Stigma can also lead to a lack of support or empathy for people with mental 
ill-health, leaving them ashamed, misunderstood, and marginalised (Granerud & Severinsson, 
2006). Disclosure of such issues therefore jeopardises both social integration and social 
support (Corrigan, 2004), two additional risk factors for suicide identified in Durkheim’s 
theory. On the other hand, should mental health issues be hidden for fear of stigmatisation 
and a desire to avoid judgement and maintain social standing, professional help and support 
is unlikely to be sought and such issues can thus be exacerbated (Corrigan, 2004) -  again 
raising the possibility of people who are experiencing mental ill health feeling disengaged 
from society and heightening their risk for suicide. 
Despite a myriad of research pointing to the importance and effectiveness of 
psychological treatment for a wide range of mental health concerns (e.g., Clement et al., 
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2013; Wampold, 2007), many people experiencing mental ill-heath never seek psychological 
help. For example, large-scale epidemiological studies have placed the percentage of those 
who seek help from a counsellor or mental health professional at about 11%, with this figure 
falling to less than 2% for those who do not meet diagnosable criteria (Andrews, Issakidis, & 
Carter, 2001). In studies focused on mental ill-health and suicide, stigma is the single most 
cited barrier to seeking professional psychological help (e.g., Corrigan, 2004), with more than 
100 peer-reviewed empirical papers providing evidence for such deterrence across the 
lifespan (for a review, see Clement et al., 2013).  
In terms of help-seeking behaviour, interference can stem from both stigma of mental 
ill-health and stigma of help-seeking, or treatment stigma, which refers to the perception that 
a person who seeks psychological treatment is undesirable or socially unacceptable (Vogel, 
Wade & Haake, 2006). Stigma can be further broken down into public stigma, that is, the 
reaction that the general population has to people with mental ill-health, and self-stigma, 
which concerns how a person’s self-concept or self-esteem may alter on the basis of having 
or receiving treatment for mental ill-health. Whilst public stigma is associated with less than 
favourable treatment by society at large, sometimes manifesting in challenges such as 
securing housing, employment or healthcare (Corrigan et al., 2014), self-stigma has been 
shown to be particularly damaging for help-seeking behaviour and unfavourable attitudes 
towards professional help (Vogel et al., 2006).  
Given the influence of stigma on help-seeking behaviour and accessing support 
services (Corrigan, 2004), it is unsurprising that tackling this major social issue is often 
postulated as one of the most effective ways of increasing the uptake of professional 
psychological help, and thus the ability to cope with or recover from mental health issues; 
ultimately impacting rates of suicide and self-harm (e.g. NOSP, 2015). It is important to note, 
however, that not all people experience stigma equally, and its presence may manifest in 
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varying behavioural or attitudinal outcomes. Whilst a negative impact on self-esteem and 
self-efficacy is the most common sequelae of stigma (Corrigan & Watson, 2002), research 
has also demonstrated how, paradoxically, experiencing this type of stigma can also result in 
righteous anger with recipients energised by prejudice (e.g., Chamberlin, 1998; Deegan, 
1990), or in some cases, complete indifference (Frable, Wortman, & Joseph, 1997). Corrigan 
and Watson (2002) suggest that whilst a negative impact on self-esteem results from 
experienced stigma that is believed to be legitimate, both anger and indifference stem from 
in-group comparisons. Specifically, it is proposed that identification with “the generic group 
of people with mental illness” (p.47) is the decisive factor how people react to stigma. Those 
who identify highly with this group will use it as a basis for social comparison. They will 
therefore see themselves as similar rather than different to others, and reject stigma and 
prejudice surrounding mental ill-health, resulting in righteous anger. Indifference in turn is 
said to result from low identification with the group of people with mental ill-health. As they 
do not see themselves as part of this group, Corrigan and Watson (2002) suggest that 
individuals with low identification will not internalise stigma of mental ill-health as they do 
not see it as directed towards them – thus neither positive nor negative feelings entail, and 
indifference is demonstrated. Given that both self-esteem maintenance and acceptance of a 
problem have been shown to be predictors of professional help-seeking (Cantazaro, 2010), 
Corrigan and Watson’s theorising suggests that group identification likely plays an important 
role in help-seeking behaviour via perceived legitimacy of stigma. In the current thesis we do 
not disagree with this, but we suggest that group identification may also influence perceptions 
of stigma and help-seeking via alternative pathways.  
Whilst evidence indicates that group identification and social comparison indeed has 
implications for how stigma is experienced, thereby potentially impacting mental ill-health 
and help-seeking behaviour (Corrigan & Watson, 2002), it is unlikely that this trajectory is 
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straightforward. Although, identification with a group of individuals that also experience 
mental health difficulties may well result in the outcomes proposed, it is seldom the case that 
individuals would use a singular group for social comparison (Hornsey, 2008). This would be 
particularly true if many of their day-to-day social interactions were with people that did not 
belong to the reference group (i.e. colleagues, fellow students, community members). At any 
given time, and depending on social-contextual cues, people might define themselves in 
terms of one social identity rather than another (Turner et al., 1987; Tarrant & Butler, 2011). 
As different social groups prescribe different values and beliefs for their members, what is 
normative for one social identity will not be normative for another (Turner et al. 1987). 
Depending on the group in question then and the norms that members of that group subscribe 
to, this may have an important influence, be it positive or negative, on if and how stigma is 
perceived, on how mental health issues are viewed and, consequently, on help-seeking 
behaviour. 
Additional Barriers to Help-Seeking Behaviour and Mental Health Service Provision 
 Stigma is arguably one of the most important factors for predicting engagement, or 
lack thereof, with professional psychological help but, as is discussed above in relation to 
models of help-seeking, it is by no means the only factor. Thus, in addition to recognising 
individual and psychological factors that predict uptake of professional help, it is also 
important to attend to factors that may act as a deterrent. In the context of help-seeking for 
mental health issues, recognised deterrents to help-seeking that are relevant to the current 
body of work include structural barriers, such as prohibitive costs, proximity, and availability 
of services (Clement et al., 2015), and attitudinal barriers, concerning beliefs over whether or 
not psychological help is thought to be beneficial or worthwhile (Thompson, Hunt & 
Issakidis, 2004; Coppens et al., 2013). There are mixed findings on whether previous 
exposure to suicide and help-seeking helps or hinders future help-seeking behaviour; this is 
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largely reflective of whether the past exposure, be it from self or other, was positive or 
negative (Rickwood & Braithwaite, 2005), and may also be dependent on the relationship 
with the individual in the case of ‘other’ (Chan, Batterham, Christensen, & Galletly, 2014). 
All of these factors share that they are linked to the individual as well as the support services 
that are available to assist with mental health issues. 
 Given the changing landscape of mental health service provision, one factor that is 
particularly relevant to the uptake of professional help for mental ill-health is the type of 
service on offer. In the past, individuals experiencing mental ill-health were for the most part 
treated exclusively as in-patients at large psychiatric facilities. Such facilities were often the 
subject of criticism for violation of human rights, inflicting a loss of dignity, and contributing 
to social exclusion (Thornicroft & Tansella, 2003). Further, for many, being treated within a 
hospital environment was fraught with logistical difficulties, as it required being absent from 
the home and everyday duties for sometimes extended periods of time. The primary factor 
inhibiting uptake of such services, however, again has roots in social determinants, and 
relates to the stigma associated with in-patient care. With stigmatising labels such as “loony-
bin” and “insane asylum” frequently applied to psychiatric hospitals (European Commission, 
2005), the shame or embarrassment of having to access such a service was often thought 
worse than the alternative of having no professional help (Thornicroft, & Tansella, 2003).  
 A relatively recent shift in the structure of mental health service provision has been 
tendered as a solution to this problem. This has seen movement away from large psychiatric 
hospitals in high-income countries, with an increased emphasis on providing services that are 
local and accessible, for example, community-based services or professional on-campus 
support in universities and colleges (Health Service Executive, 2016). It has been suggested 
that such services may be welcomed by service users as they are removed from the stigma 
associated with more traditional psychiatric facilities (Thornicroft, & Tansella, 2003; 
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European Commission, 2005), even though they too have been painted in a negative, 
stigmatising light (Berzins, Petch, & Atkinson, 2003). Further, the visibility of local, 
community-based services may help to reduce the stigma surrounding mental-ill health and 
help-seeking by shifting norms about behaviour that is considered acceptable, to the point 
that use of such services may be considered part of the fabric of everyday community life.  
Along these lines, social identity research suggests that help received from members 
of ones’ in-group is generally more welcome and better received than that from out-group 
members (Jetten et al., 2012). Therefore, local mental health services, which can be seen to 
be within the parameters of a person’s social circle, should theoretically have a positive 
impact on help-seeking behaviour and attitudes. On the other hand, the visibility of such 
services may serve to expose service users to social groups that exist in close proximity to 
where that service is located and, if the stigma of mental-ill health is high amongst such 
groups, this may result in judgement or exclusion, with potentially damaging effects for 
mental health and help-seeking behaviour. For example, it has been shown to be twice as 
common for individuals with mental health issues in community settings to be on the 
receiving end of verbal abuse or harassment when compared with members of the general 
public (e.g., Berzins et al., 2003) Further, this prevailing stigma and prejudice against those 
with mental health issues may manifest in a lack of support amongst local residents for 
community-based support services, for fear they might attract the ‘wrong sort of people’ to a 
neighbourhood. In sum, community-based support could result in the uptake of professional 
support given that it is easily accessible and provided in a local, familiar context; 
alternatively, it may discourage engagement with such services for fear of exposing struggles 
with mental health issues. 
Social Contagion of Suicidal Behaviour and Bereavement by Suicide 
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Whilst we do not wish to over-stress the importance of social factors in suicide, any 
review must acknowledge the idea that suicidal behaviour may be considered ‘contagious’ in 
that it can be transmitted, directly or indirectly, from one person to another (Gould, 
Wallenstein & Kleinman, 1990). It is largely accepted that attitudes, beliefs and behaviour 
can spread through populations as if they were contagious, with mere exposure thought to be 
sufficient for social transmission to occur – a phenomenon referred to as social contagion 
(Marsden, 1998). For example, ‘copycat’ suicides have occurred resulting from media 
coverage of suicidal acts, primarily amongst celebrities (Stack, 1990; 2003), and suicide 
clusters comprising of excessive numbers of suicides in close temporal and/or geographical 
proximity confirmed (Haw, Hawton, Niedzwiedz, & Platt, 2013; Gould & Lake, 2013). These 
represent two domains of the social contagion of suicidal behaviour that have received 
widespread attention. It is, however, a third dimension, knowing someone that died by 
suicide, that we are primarily interested in and that is most relevant to this thesis. 
It is now firmly established that knowing someone who died by suicide is a significant 
risk factor for future suicidal behaviour (Pitman, Osborn, Rantell & King, 2016). Individuals 
bereaved by suicide were first recognised as an at-risk group by the WHO in 1989 (Diekstra, 
1989). Since then, a large number of studies have evidenced substantive findings linking 
suicide bereavement to future suicide, suicide attempts, suicide ideation, depression, and a 
range of other mental health issues (Pitman, Osborn, King & Erlangsen, 2014). Risk of a 
future suicide attempt has been shown to be as high as 10% amongst those bereaved by 
suicide and significantly higher than those bereaved by other causes (Pitman et al., 2016). 
This risk further extends to adverse outcomes in areas such as occupational functioning, with 
those bereaved by suicide also 80% more likely to drop out of work or education (Pitman et 
al., 2016).  
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The increased risk of suicidal behaviour emerging from the death of another from 
suicide has been demonstrated across diverse groups of people, throughout the lifespan, and 
with varying relationships to the bereaved. This stems from distal acquaintances (most 
frequently evidenced in adolescents; Gould & Lake, 2013), to partners, siblings, parents and 
children (Pitman et al., 2016). Estimates suggest that up to 60 people are affected by each 
suicide death (Berman, 2011); when applied to WHO figures of approximately 800,000 
deaths each year (2015), this places the number of people worldwide that are potentially 
impacted by suicide in a single year at up to 50 million, representing a very significant 
proportion of the global population.  
Unsurprisingly, however, it is those closest bereaved, such as immediate family 
members, on whom suicide has the largest impact (Pitman et al., 2014). For many of these it 
is not simply exposure or social contagion contributing to adverse outcomes, but a more 
complex entanglement of environmental and genetic factors (Brent & Mann, 2005) that may 
be compounded by feelings of guilt, shame or confusion surrounding the suicide of a loved 
one (Sveen & Walby, 2008).  
Given the established risk of future suicidal behaviour amongst those bereaved by 
suicide, together with the demonstrated prevalence of suicidality, specific interventions that 
target such individuals are warranted. This thesis will argue that interventions focused on 
enhancing group identification may result in positive outcomes for those bereaved by suicide. 
People who have been closely impacted by a suicide death can be denied the traditional 
support and kinship that traditionally accompany bereavement, as due to the stigma 
surrounding suicide, those who under different circumstances would offer such support may 
feel uncomfortable with any discussion of the topic (Cvinar, 2005). This is a void that may 
potentially be aided by identification processes, as findings demonstrate that identification 
with similar others can provide a basis for giving and receiving social support, resources to 
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cope with stigma and discrimination, with ultimate benefits for health and well-being (Jetten 
et al, 2012). Therefore, the final paper in this thesis will thus investigate if such processes 
may help to enact a social cure for those bereaved by suicide in terms of coping and well-
being. 
 
The Present Research 
This thesis aims to provide insight into the influence of social factors on suicide and 
mental ill-health within community settings. This is important as social factors have the 
potential to significantly influence attitudes and behaviour, but when it comes to mental 
health issues it is unclear whether this influence is positive or negative, and under what 
circumstances. We therefore examined how group identification and membership affect 
stigma of mental-ill health and suicide, stigma and attitudes towards help-seeking, and well-
being in those bereaved by suicide. This work is presented in four empirical papers that 
together contribute to knowledge in this area, and have applied benefits.  
As is elaborated on in the discussion, our findings will provide information important 
for the development of future suicide prevention and intervention services, such as Pieta 
House, by identifying community level attributes that influence help-seeking behaviour and 
attitudes. Further, the current research will advance theory in the area of social identification 
and group membership by examining how these processes influence stigma and help-seeking, 
as well as for the first time providing evidence on whether the benefits of social identification 
extend to those bereaved by suicide. Finally, this research will contribute to research capital 
related to suicide and mental ill-health in Ireland by providing an up-to-date snapshot of these 
issues in regional localities, and potentially identifying attributes that warrant future 




The main body of this thesis is comprised of four distinct empirical papers presented 
in Chapters Two to Five inclusive. Papers 1 and 4 have been published in ISI, quartile 1 
journals as can be seen in the List of Papers presented at the beginning of this thesis. Paper 2 
and Paper 3 are currently under review in ISI journals. This empirical section is structured in 
two parts. The first part, consisting of the first two papers produced as part of this body of 
work, relates to determining how group identification can impact upon the stigma of mental 
ill-health and help-seeking within community settings. In this section, there are no 
interventions, introduction of services, or otherwise. Rather, these are cross-sectional studies 
carried out with the sole purpose of furthering our theoretical knowledge of how and why 
group identification may be important in the study of mental ill-health and suicide, and if and 
when its influence may result in positive or negative outcomes for stigma of mental ill-health 
and help-seeking.  
Paper 1 examines how group identification affected stigma of help-seeking amongst a 
university community. Specifically, it investigates if students outlook on seeking professional 
help for issues related to mental ill-health and suicide from university support services 
differed based on the strength of identification with the university. Paper 2 carries on from 
Paper 1 in examining how group identification influences levels of perceived stigma of 
mental ill-health within a given social group. In Paper 1 it was found that where levels of 
mental ill-health stigma were high, identification played a signification role in help-seeking. 
However, it was not yet known how identification with a group may affect levels of mental 
ill-health stigma perceived within that group, and whether additional factors, such as social 
support, may mediate this relationship. These were therefore issues that are investigated in 
Paper 2. A secondary aim of this paper was to advance theory within the social identity 
approach by examining whether the strength of identification with more than one group is an 
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important factor for study outcomes; prior research in this area has focused solely on the 
number of groups identified with, rather than strength of identification with those groups. 
Finally, consideration is given to how identification with one group may influence new group 
acquisition, with particular attention given to the importance of identity compatibility. 
The second part of this thesis consists of what can be considered ‘community 
interventions’. In repeated cross-sectional and longitudinal studies, we assess how the 
introduction of services or events that make the issue of mental ill-health and suicide more 
visible or salient within a given group or community may enact change in stigma, help-
seeking, and well-being. In Paper 3, community-based mental ill-health services are 
introduced in two localities in Ireland, with resultant changes in stigma and attitudes towards 
mental ill-health and suicide amongst the community group assessed. With the express aim of 
evidencing whether the arrival of such services can indeed impact stigma and attitudes 
towards professional help amongst local residents, this paper has clear implications for the 
provision of mental health services. As such, this is a shorter paper aimed at practitioners and 
healthcare providers and thus is less focused on theory than other papers in this thesis.  
In Paper 4, we study a suicide awareness event that is run across multiple 
communities in the Republic of Ireland. This event serves to highlight the issue of suicide, 
but because many of those taking part have been bereaved by suicide, it also makes visible 
the unfortunate commonality of this type of loss. We therefore examine if taking part in this 
event can act as an intervention and facilitate a change in well-being in those bereaved by 
suicide by providing a platform for identification with similar others, amongst a community 
that are traditionally isolated in their grief. In this way, the final paper in this thesis extends 
the evidence base of the project from stigma and attitudes to a crucial indicator of health.  
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In addition to the structure outlined above, each paper further builds on the previous 
one in terms of the type of group assessed. For example, study samples differ between papers, 
but all focus on different communities and groups. In Paper 1, we focus on identification with 
a single group, i.e., students in a university community. In Paper 2, we look at community 
residents’ strength of identification with multiple groups (religious group and community 
group). Paper 3 again looks at members of a community group (the study sample in Papers 2 
and 3 are drawn from the same population, community residents in our localities of interest, 
with data presented in Paper 2 collected in the same survey as that on which Time 1 in Paper 
3 is based).  However, rather than looking at identification, we focus instead on the 
introduction of new services within that community group. Finally, in Paper 4, we focus on 
identification with a more distal group. The group in question is the ‘crowd’ at a suicide 
awareness event, with the study sample drawn from those who participated in any one of the 
numerous community locations where the event is run simultaneously across Ireland and 
abroad. The inclusion of a range of different groups is a strength of this research, as it serves 
to provide evidence that identification can impact factors relating to mental ill-health and 
help-seeking across multiple groups and locations, and that its influence is not constrained by 
context. 
Methodology 
All of the data presented in this thesis was quantitative and collected using survey 
methods, chosen for a variety of reasons. First, we aimed to recruit a representative sample of 
each community included in this sample, which required relatively large sample sizes. 
Surveys have the advantage of reaching large segments of the population with relative ease in 
comparison with, for example, qualitative data collection that necessitates extensive man-
hours and time to achieve a comparable sample (Kelley, Clark, Brown & Sitzia, 2003). As 
the types of analyses planned required quantitative data, surveys were also an appropriate 
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choice for obtaining this type of data. Each survey comprised of a questionnaire battery and 
used only validated and reliable measures. This meant that we could compare our findings to 
prior research that used similar methods, whilst also ensuring that our research is replicable. 
An additional benefit of survey techniques is the flexibility possible with this method of data 
collection. For the purpose of this project, responses were either collected through an online 
platform, in person, or both, depending on the study and population in question. University 
students, for example, were expected to be computer literate and have access to the internet 
so all responses were collected online. For community residents, a mixture of online and in-
person sampling were carried out in order to reach the widest possible participant base, 
including those who needed assistance due to difficulties with literacy or vision, and those 
who did not have computer or internet access or knowledge. A final consideration was the 
anonymity of surveys, that allow respondents to answer candidly and honestly with the 
knowledge that their responses are confidential and unidentifiable (Kelley et al., 2003). 
Ethical Considerations 
Given the sensitive nature of this topic, efforts were taken to ensure that participants 
were not adversely affected as a result of participation. To this end, participants were given 
detailed information about potentially upsetting topics in information sheets provided in all 
studies prior to participation (see Appendix B), and it was made clear that they could cease 
participation at any point. Upon completion of each study, information regarding relevant 
support services was made available as part of the debrief, with additional brochures relating 
to caring for mental health issues available to those who participated in person. Due to 
limited resources of the researchers in terms of providing aftercare, questioning related to 
personal experiences, health, well-being and current mental health status were kept to a 
minimum. However, whilst efforts were made to ensure that each survey was minimally 
invasive, it was still necessary to ask questions related to experience with and attitudes to 
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mental ill-health and suicide, which are understandably sensitive topics for many individuals. 
In the past, researchers have purposefully avoided these topics for fear of invoking suicidal 
thoughts or behaviours in study participants. It has since been established, however, that such 
fears are unfounded. A recent review has demonstrated how contrary to such concerns, 
acknowledging and talking about suicide may in fact reduce, rather than increase suicidal 
ideation, and may lead to improvements in mental health and help-seeking (Dazzi, Gribble, 
Wessely & Fear, 2014). In the event that vulnerable individuals presented to data collection 
sites, I completed Applied Suicide Intervention Skills Training prior to commencing this 
phase of the research, as I was primarily responsible for collecting data and thus had the 
greatest contact with participants. For a comprehensive overview of guidelines and 
considerations when conducting research around suicide, see Pearson, Stanley, King and 
Fisher (2001) and National Institute to Mental Health (2017). With the exception of a 
subsample of participants in Paper 4 who opted into a longitudinal study, no identifying 
information was sought from participants so that their anonymity remained intact at all times. 
This was particularly important given the relatively small population base in study localities, 
which are also not identified by name in any published work or study reports. All of the 
studies included in this thesis received ethical approval from the University of Limerick 
Faculty of Education and Health Sciences Research Ethics Committee, as well as from 
relevant personnel in Pieta House. 
 
 
Structure of Thesis 
 The following four chapters, Chapters Two to Five inclusive, each comprise of a 
distinct empirical paper that emerged based on the review of literature introduced in the 
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current chapter. Each paper is presented in its original format, as per the List of Papers 
outlined at the beginning of this thesis. A final concluding chapter, Chpater Six, then 
discusses the cumulative contribution of this project both theoretically and practically, and 
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Understanding help-seeking amongst university students: The role of group identity, stigma, 





Background: Despite a high prevalence of suicide ideation and mental health issues amongst 
university students, the stigma of help-seeking remains a barrier to those who are in real need of 
professional support. Social identity theory states that help received from an ingroup source is more 
welcome and less threatening to one’s identity than that from a source perceived as outgroup. 
Therefore, we hypothesized that students' stigma towards seeking help from their university mental 
health service would differ based on the strength of their identification with the university. 
Method: An online survey including measures of stigma of suicide, group identification, experience 
with help-seeking and exposure to suicide was administered to Irish university students (N = 493). 
Results: Group identification was a significant predictor of help-seeking attitudes after controlling for 
already known predictors. Contrary to our expectations, those who identified more strongly with their 
university demonstrated a higher stigma of seeking help from their university mental health service. 
Conclusions: Results are discussed in relation to self-categorization theory and the concept of 
normative fit. Practical implications for mental health service provision in universities are also 






Understanding help-seeking amongst university students: The role of group identity, stigma 
and exposure to suicide and help-seeking 
Seeking help is essential if people are to access appropriate mental health services. 
While there are different sources of help, both formal and informal (Rickwood, Deane, 
Wilson, & Ciarrochi, 2005), there is acknowledged value in seeking formal help, in particular 
talking therapies and psychological services (NICE, 2004). It is therefore essential that people 
feel they can access them.  In universities, amongst a constituency that is often perceived as 
having a high risk of suicide (Borges et al., 2010), these services are seen as an important arm 
of general pastoral care and student support (Bishop, 1990; Kitzrow, 2003). Indeed, provision 
of services that are close, on campus are viewed as a key spend in these difficult financial 
times. For this reason, the current study looks at help-seeking in students and how it is 
affected, negatively by social forces such as stigma as well as positively by a sense of 
belonging at university.  
Students are an important group for the study of help-seeking. They have high 
prevalence rates of mental health problems and suicidal ideation. For example, one web-
based study of 763 students showed that around one-third were experiencing a mental health 
problem at the time of test, of which 60% were present two-years later (Zivin, Eisenberg, 
Gollust, & Golberstein, 2009). In addition, a large survey of over 26,000 students in the US, 
showed that 18% of undergraduates had seriously considered taking their own lives (Drum, 
Brownson, Denmark, & Smith, 2009). Commentators suggest numerous reasons for this trend 
including the stressors and pressures of student life, and the adjustment to life away from 
home and family (Furr, Westefeld, McConnell & Jenkins, 2001), with risk factors including 
financial difficulty, poverty, substance abuse, sexual victimization and issues related to 
sexual identity (Eisenberg, Gollust, Golberstein, & Hefner, 2007). However, many students 
with mental health problems, particularly suicidal ideation, do not seek help from formal 
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sources of support such as university counselling services or mental health services (Drum et 
al., 2009; Hunt & Eisenberg, 2010). This is despite the fact that these are often the most 
accessible forms of support for students, particularly for those living away from home. 
The single most commonly cited barrier to professional help-seeking is stigma 
(Corrigan, 2004; Vogel, Wade & Ascheman, 2009). Mental health stigma can be 
conceptualised as a set of negative attitudes that represent prejudice or negative stereotypes 
about people with mental ill health, and in some cases can lead to significant discrimination 
(Corrigan & Penn, 1999; Corrigan, 2004; Masuda & Latzman, 2011). Stigma towards mental 
health is generally associated with negative help-seeking attitudes (Leong & Zachar, 1999; 
Vogel, Wester, Wei, & Boysen, 2005), and this has been shown to be particularly true for 
people who are experiencing suicidal thoughts (Batterham, Calear & Christensen, 2014; 
Rickwood, et al., 2005). Research demonstrates that this may potentially be due to less 
openness to and a lower perceived value of professional treatment amongst those with a 
higher stigma of mental health (Coppens et al., 2013). Previous research has also highlighted 
a desire for social distance from people with mental health issues or seeing mental ill health 
as a personal weakness as being related to a reluctance to seek professional help (Griffiths, 
Crisp, Jorm & Christensen, 2011; Mojtabai, 2010; Schomerus, Matschinger & Angermeyer, 
2009).  
There has been increasing recognition in recent years for the need to focus on 
reducing the stigma surrounding suicide in order to positively influence help-seeking 
attitudes amongst at-risk individuals, something that has been highlighted by the National 
Action Alliance for Suicide Prevention's Research Prioritization Task Force in their 2014 
prioritized research agenda (Pearson, Claassen & Booth, 2014). Evidence to date has shown 
that such strategies may be successful; a suicide prevention initiative implemented within a 
university setting successfully reduced the stigma of mental health problems and improved 
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students’ attitudes toward talking about mental health problems and suicide (Pearce, 
Rickwood & Beaton, 2003). Stigma is far from the only factor influencing help-seeking 
behaviors however with a growing body of evidence detailing how it is not just attitudinal but 
also experiential variables that may impact upon how professional help is viewed. 
Past experience with help-seeking has consistently been shown to influence attitudes 
towards help-seeking for mental health and suicide. These may be either personal experiences 
(e.g. Rickwood et al, 2005;), or knowing someone else that has previously engaged with 
mental health professionals. Research suggests that attitudes towards formal support services 
for mental health and suicide are at least partially transmitted through an individual’s social 
network, which also plays a vital role in determining whether a person makes the choice to 
seek professional help (Angermeyer, Matschinger, & Reidel-Heller, 2001; Rickwood & 
Braithwaite, 1994; Vogel, Wade, Wester, Larson & Hackler, 2007). For example, university 
students who actually sought mental health services knew someone else who had sought help 
92% to 95% of the time, and those who knew someone who had previously sought help had 
more positive attitudes towards mental health services (Vogel et al., 2007). Of course where 
these experiences have been negative they can have the opposite effect. A review focusing on 
determinants of help-seeking amongst young people experiencing issues with suicide found 
that when past experiences of seeking help were negative, particularly when the young person 
felt they were not helped or that their problems weren’t taken seriously, they acted as 
substantial barriers to future help-seeking intentions and impacted heavily upon attitudes 
towards professional help (Rickwood et al., 2005). 
Help-seeking attitudes may also be influenced by past exposure to suicide or 
experience with suicidal behaviors. Whilst some studies found no significant relationship 
between exposure to suicide and help-seeking attitudes or intentions (Calear et al., 2014), 
others found that exposure to suicide led to more negative attitudes towards help-seeking 
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(Chan, Batterham, Christensen & Galletly, 2014). Moreover, research also suggests that 
attitudes may differ dependent on the amount of exposure. Just 5% of Irish men would turn to 
a mental health professional as a source of support for suicide if they had no previous 
exposure to suicide. This increased to 19% when they knew one person who died by suicide 
but dropped to 8% again when they knew of more than one suicide (Begley, Chambers, 
Corcoran & Gallagher, 2003).  
Therefore whilst it seems that this factor may influence attitudes towards help-
seeking, the way in which this relationship works has not yet been fully established.  On the 
one hand it is thought that past experience with help-seeking may act as a form of knowledge 
or mental health literacy which is deemed important in the help-seeking process (Coppens et 
al, 2013; Gulliver, Griffiths & Christensen, 2010).  Students who know someone that have 
accessed mental health services and that have positive expectations about how friends and 
family would think of them if they sought this type of service professional help are more 
likely to have positive attitudes to help-seeking (Coppens et al, 2013; Gulliver, Griffiths & 
Christensen, 2010).  These findings implicate shared attitudes and feelings of belonging, two 
important components of social identity, in determining help-seeking behaviour which is 
entirely consistent with recent research which has pointed to the importance of shared social 
identities in determining access and availability to social support (Haslam, O'Brien, Jetten, 
Vormedal & Penna, 2005). 
Recent empirical evidence demonstrates that where individuals share group 
membership, they are more likely to provide each other with support, receive support and 
interpret support offered in the manner in which it is intended, in comparison to those where 
shared membership is absent (Reicher, Cassidy, Wolpert, Hopkins, & Levine, 2006). 
However, the capacity for this social support to affect appraisal depends on the match 
between group membership of the support provider and recipient.  So support does not 
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always have the same or equivalent impact (Haslam et al., 2005). It seems to vary 
systematically as a function of the group membership of the support provider. For example, 
university students who were informed that a task was challenging rather than stressful 
appraised the task more positively and demonstrated less cardiac reactivity when the 
information provided came from an ingroup member rather than an outgroup member 
(Gallagher, Meaney  & Muldoon, 2014; Haslam, Jetten, O'Brien & Jacobs, 2004; For a 
review of the potentially harmful effects that intense emotions, particularly stress, can have 
on cardiovascular health, see Steptoe & Kivimäki, 2013) This suggests that legitimacy of 
informational exchanges is shaped by a perceiver’s belief that it originates from a relevant 
ingroup member who has direct personal experience and is therefore qualified to comment on 
the particular event (Haslam, McGarty, & Turner, 1996; Levine, 1999). Importantly however, 
it also suggests that support is socially mediated and will interact with its content (Gallagher 
et al, 2013). So whilst support offered by an ingroup source often appears to be the most 
beneficial, the impact of availing of support from within the group where it is potentially 
stigmatizing is less well understood. 
The current study then will investigate student attitudes towards help-seeking from a 
university source, which have been shown to be highly predictive of actual help-seeking 
behaviors (Vogel et al., 2005). It is hypothesized that stigma of help-seeking from a source 
within the ingroup (i.e., the university) will be successfully predicted by the factors discussed 
above which have previously been shown to be influential, namely stigma of suicide, 
experience of help-seeking and exposure to suicide. As gender differences have continuously 
been noted in help-seeking behaviors and attitudes (Andrews et al., 2001; Gonzalez, Alegria, 
& Prihoda, 2005; Vogel, Heimerdinger-Edwards, Hammer & Hubbard, 2011) this will also 
be included in our predictive model. We further hypothesize that identification with the 
ingroup will predict stigma of help-seeking from a university source over and above the 
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already known predictors and demographics. Based on previous research it can be expected 
that high group identification will result in a lower stigma of help-seeking from formal 
university support services, whilst low identification with the ingroup may act as a barrier to 
help-seeking when the source of help is drawn from that group. 
 
Materials and Methods  
We administered a comprehensive battery of questionnaires online using a web-based 
interface, SurveyMonkey, which allows the collection of quantitative and qualitative data. 
The study received full approval from the Education and Health Sciences Research Ethics 
Committee at the University of Limerick (2014_06_26_EHS). 
Participants  
The study sample comprised of students enrolled at the University of Limerick in the 
mid-west of Ireland. This population is largely comprised of Irish students, with 91% of the 
14,300 students enrolled in the University of Limerick claiming Irish nationality. All 
registered students at the university were invited to participate in the study via an email web-
link, with 693 volunteers clicking on the web-link in the first instance. The first page of the 
survey provided study information, assuring volunteers that participation was voluntary and 
anonymous, and screening questions relevant to the exclusion criteria. These were that 
participants had to be a current student and over the age of 18, which eliminated 33 
respondents.  The final sample consisted of 493 students who completed all elements of the 
survey, of whom 193 were male (39.1%). Participant ages ranged from 18 to 61 (M = 25.22, 
SD = 9.56). The majority of students that were excluded from the final sample due to non-
completion did not proceed past either the information sheet (n = 63), or providing their 
demographic information at the beginning of the survey, and so did not respond to any of the 
measures assessing our key variables of interest. For those that completed the demographic 
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information, One-way ANOVA’s revealed that there was no significant difference between 
completers and non-completers in either age (F(1, 659) = 0.96, p = .27) or gender (F(1, 659) 
= 0.74, p = .38). Although the final sample of 493 students is representative of the total Irish 
third-level student population of 217,520 (2014/2015; HEA, 2015), with 384 participants 
required to achieve a 95% confidence level and confidence interval of 5, the participants in 
this study were all drawn from a single university.  
Measures  
Exposure to suicide. Exposure to suicide was measured by two questions that were 
composed for this study, “Do you know somebody who has died by suicide?” and “Have you 
direct personal experience with suicidal thoughts, feelings or behaviors?”. Answers were in a 
Yes/No format with “No” given a score of zero and “Yes” given a score of one. A total score 
for exposure to suicide was then obtained by summing these two items, with a potential range 
of 0 to 2 and higher scores indicating more exposure.  
Experience with help-seeking. Experience with seeking help was assessed through a 
single question that again was composed for this study: “Have you or somebody you know 
ever received professional help for any issues related to mental health?”.  Responses were in 
a Yes/No format (No = 0, Yes = 1).  
Stigma of suicide. Stigma of suicide was measured using the Stigma of Suicide 
Attempt (STOSA; Scocco, Castriotta, Toffol & Preti, 2012) scale. This 12-item scale is based 
on Link’s (1987) Perceived Discrimination-Devaluation Scale (PDD) and measures the 
perceived public stigma of those who attempted suicide. This particular scale was chosen as 
measuring public stigma rather than personal stigma has been shown to remove the potential 
social desirability response bias and give a more accurate reflection of internalized stigma 
(Griffiths et al., 2006; Peluso and Blay, 2009; Calear et al., 2011). Moreover, unlike most 
measures of suicide stigma, STOSA questions are oriented towards a person who attempted 
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suicide rather than a person who died by suicide. Survivors of suicide attempts have been 
reported to be particularly stigmatized and often dismissed as attention-seekers, with little in 
the way of support offered (Sudak, Maxim & Carpenter, 2008). As such this group can be 
seen to reflect the extent of negative attitudes and stigma amongst the general public towards 
suicide and suicidal behaviours. We also reasoned that by framing questions towards suicide 
attempts rather than the person who died by suicide underlying stigma may be revealed as the 
traditional reluctance of people to stray from the rhetoric of “never speaking ill of the dead” 
is eliminated. The 12 questions in the STOSA scale follow the semantic structure of the PDD, 
but investigate attempted suicide rather than depression, e.g. “Most people would treat a 
person who has attempted suicide just as they would treat anyone”. Responses were scored 
on a 4-point Likert scale ranging from 1 (strongly agree) to 4 (strongly disagree), with half 
the items reverse-scored.  Mean scores were calculated with higher scores indicating higher 
levels of stigma (α = .85) 
Group identification. Ingroup identification was assessed using Leach and 
colleagues’ (2008) 10-item Self-Investment scale which was used to measure identification 
with the individual’s university. The scale design stipulates that for each item the researcher 
should insert the name of the group under investigation in place of “[Ingroup]”. This widely 
used measure is comprised of three subscales, Solidarity (α =. 84), e.g. “I feel committed to 
people in my university”, Satisfaction (α = .90), e.g. “I think that people in my university 
have a lot to be proud of” and Centrality (α =.82), e.g. “Being in my university is an 
important part of how I see myself”, but only the overall scale was used in the current study. 
Items are scored on a 7-point Likert scale (1 = strongly disagree, 7 = strongly agree), with a 
higher score indicating a greater level of identification with the ingroup (α = .90). 
Stigma of help-seeking from the ingroup. The Self-Stigma of Seeking Help scale 
(SSOSH; Vogel, Wade & Haake, 2006) measures a person’s self-evaluation for seeking 
44 
 
professional psychological help. This 10-item scale is scored on a 5-point Likert scale 
ranging from 1 (strongly disagree) to 5 (strongly agree), with five items scored inversely. A 
higher total score indicates a higher stigma of seeking help. In the current study the SSOSH 
was used to predict attitudes and willingness of a person to seek professional help from the 
mental health service in their university if they were experiencing issues related to suicide or 
mental health, and the wording was adjusted to reflect this; for example, “It would make me 
feel inferior to ask a therapist in my university for help.” This yielded a Cronbach’s alpha of 
.87, which was in line with the range of internal consistencies demonstrated in previous 
college samples (86 to .90; Vogel et al., 2006). 
Analytic Procedure 
Preliminary analysis. Pearson's correlation coefficients (point-biserial correlation 
coefficients for dichotomous variables) were computed in order to investigate the 
relationships between variables (see Table 1). These revealed significant positive 
relationships between the dependent variable (stigma of help-seeking) and all predictor 
variables other than exposure to suicide.  Although a positive relationship was expected for 
stigma of suicide based on previous research, the direction of this relationship was more 
surprising for group identification and experience with help-seeking. Gender differences for 
study variables were assessed using a series of analyses of variance to see if there was a need 
to conduct analysis separately for males and females. 
Regression analysis. Following preliminary analysis, a hierarchical multiple 
regression was conducted using IBM SPSS Statistics, Version 21, in order to predict stigma 
of help-seeking from an ingroup source. This analytic technique allowed for the additional 
predictive value of our key variable of interest (group identification) to be established while 
controlling for previously known predictors. Variables were added in two blocks with known 
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predictors of help-seeking entered in Block 1 (gender, sigma of suicide, exposure to suicide 
and experience with help-seeking) and group identification added in Block 2.  
 







Note. * p < .05. ** p < .01 (two-tailed). N = 493. #Coefficient for gender represents a point-




Exposure to suicide was high amongst survey respondents with 74.6% of participants 
(n = 368) indicating that they knew someone who died by suicide and 66.9% (n = 330) 
reporting that they had direct personal experience with suicidal thoughts, feelings of 
behaviors. Experience with professional help-seeking was also high; 72.6% (n = 358) of the 
sample knew someone who had received professional help for issues related to mental health. 
Stigma of help-seeking was prominent amongst participants, with the mean score of 33.83 
(SD = 7.26) falling within the range that Vogel and colleagues (2006) class as being high (32 
+). Gender differences for stigma of suicide, group identification and stigma of help-seeking 
were explored using a series of analyses of variances, the findings of which are presented in 
Table 2. Although some gender differences were noted the overall trend in the relationship 
  1 2 3 4 5 
1 Gender#      
2 Exposure to suicide -.05     
3 Experience with help-seeking   .14** .20**    
4 Stigma of Suicide  .08 .02 -.001   
5 Group identification .10* -.01 .01 .24**  
6 Stigma of help-seeking .14** .04 .108* .29** .21** 
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between our key variables of interest remained the same (i.e. for both males and females 
stigma of help-seeking increased with higher group identification; see Figure 1), meaning 
they were not treated separately for the main analysis.  
 







   
 M SD M SD M SD F df P 
Exposure to suicide 1.46 .38 1.39 .38 1.42 .38 1.09 492 .30 
Experience with help-
seeking 
.65 .28 .77 .22 .73 .23 8.70 492 .003 
Stigma of suicide 2.64 .44 2.70 .45 2.68 .45 3.10 492 .08 
Group identification 51.30 10.57 53.46 10.28 52.61 10.43 9.78 492 .002 
Stigma of help-seeking 32.60 7.30 34.65 7.13 33.83 7.26 5.08 492 .03 
 
 




Regression Analysis  
A hierarchical multiple regression analysis was carried out with stigma of help-
seeking as the outcome variable. As gender, experience with help-seeking, exposure to 
suicide and stigma of suicide are already known predictors of help-seeking these were 
entered into the model in Block 1. Group identification was then added to the model in Block 
2 to establish the added predictive value of this variable once the known predictors were 
controlled for.  Regression statistics are reported in Table 3.  
 
Table 3. Hierarchical regression coefficients for variables predicting stigma of help-seeking 
 
Note. * p < .05. ** p < .01. *** p < .001 (two-tailed). N = 493 
 
 B SE B β t R R2 
Block 1     .33 .107 
Constant 15.82 2.72  5.82***   
Gender 










Help-seeking experience 1.46 .72 .09 2.04*   
Stigma of suicide 4.56 .70 .28 6.56***   
Block 2     .35 .125 
Constant 12.36 2.91  4.25***   
Gender 












Help-seeking experience 1.46 .71 .09 2.06*   
Stigma of suicide 4.02 .71 .25 5.66***   
Group identification .10 .03 .14 3.18**   
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At Block 1, the model was found to be significant, F(3,488) = 14.54, p < .001, with 
gender, experience with help-seeking, exposure to suicide and stigma of suicide accounting 
for 10.7% of the variance in stigma of help-seeking, and each predictor with the exception of 
exposure to suicide making a significant individual contribution. Adding group identification 
to the model in Block 2 accounted for an additional 1.8% of variance and this change in R2 
was significant, F(1,487) = 10.12,  p = .002. Together these four variables explained 12.5% 
of the variance in stigma of help-seeking. Each of the variables entered in Block 1 one 
remained significant predictors once group identification was added to the model, with the 
exception of exposure to suicide which remained non-significant.  
Stigma of suicide was the strongest predictor; for every additional unit on the stigma 
of suicide scale, stigma of help-seeking increases by 4.03. This was followed by experience 
with help-seeking, with those who knew someone that had received professional help for 
mental health problems scoring higher on the stigma of help-seeking scale by 1.46. Our key 
variable of interest, group identification had a positive relationship with stigma of help-
seeking. Every additional unit on the group identification scale resulted in a .10 increase on 
the stigma of help-seeking scale. 
 
Discussion 
This study aimed to predict students’ stigma of seeking help from their university 
mental health service using a combination of already known predictors in addition to a 
previously overlooked factor, group identification. These variables, namely gender, 
experience with help-seeking, exposure to suicide, stigma of suicide and group identification, 
were found to significantly predict stigma of help-seeking from the university. Unexpectedly, 
higher levels of group identification, in this case identification with the university, were 
found to predict higher levels of stigma of help-seeking from the ingroup over and above the 
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other known predictors. Thus, students who identified more strongly with their university 
demonstrated higher stigma in seeking help from university mental health services. These 
findings were not as we had predicted. 
Similar to previous studies (Corrigan, 2004; Vogel et al., 2009), those perceiving 
higher stigma of suicide also demonstrated a higher stigma of help-seeking. For those who 
knew someone who had received professional mental health support in the past however, 
stigma of help-seeking was also higher. This contradicts previous findings showing that past 
experience with help-seeking is generally a facilitator of future help-seeking (e.g. 
Angermeyer et al., 2001; Vogel et al., 2007), but supports Rickwood and colleagues (2005) 
claims that such experience can also act as a barrier if the experience with mental health 
services was negative. Females were found to have a higher stigma towards help-seeking than 
males, which again deviates from past findings that demonstrate the opposite (Andrews et al., 
2011; Gonzalez et al., 2005; Vogel et al., 2011). This may be due to the fact that the current 
sample was self-selected, with the possibility that only males who had an interest or 
awareness around mental health participated in the study. 
In terms of theory, these findings add to the growing body of literature that link social 
identity and shared social relationships to both mental and physical health (Cohen, 2004). 
Social support it would appear depends on the match between group membership of the 
support provider and recipient, and support does not always have the same or equivalent 
impact (Haslam et al., 2005). We believe the results evident in this study are particularly 
congruent with self-categorization theory (Turner, Hogg, Oakes, Reicher, & Wetherell, 1987; 
Turner, Oakes, Haslam, & Mcgarty, 1994) which has an emphasis on the consequences of 
dynamics within groups in determining behavior. Our study provides evidence that it is those 
who are most identified with their university that have the most difficulty seeking help from 
its counselling services. Normative fit, a key concept associated with self-categorization 
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theory (Turner et al., 1987), is an important element of the explanation for the findings in this 
study.  This concept can be described as the extent to which the perceived behavior or 
attributes of group members conforms to the perceiver’s knowledge-based expectations about 
the social meaning of group membership (Oakes, Haslam & Turner, 1994). If a person 
seeking help perceives their normative fit to the group to be poor because of their problem (in 
this case a stigmatized mental health issue), availing of help from an ingroup source is very 
problematic as they are unlikely to want to expose that they are violating the perceived social 
norms of the group. As it was perceived stigma of suicide amongst ingroup members that was 
the strongest predictor of the stigma of help-seeking in this study, this concept is particularly 
relevant. 
In terms of practice our findings suggest that help-seeking and offering support to 
students through university counselling is particularly challenging, not only because of the 
stigma of mental health issues but also because of the sense of community that being part of a 
university invokes. Whilst previous research has shown that identification with a particular 
group can be a basis for both giving and receiving social support, this study is the first to 
consider the role of group identification in seeking help. Shared social identities are of course 
associated with shared values and characteristics (Turner, 1975) and if these are values that 
stigmatize an issue, the ability to avail of support for that issue within the group is 
compromised.  Importantly social identities have performative elements, they can drive the 
things we do as well as the how we feel and think (Walsh, Muldoon, Fortune & Gallagher, 
2014).  So whilst a university counselling service has the advantage of shared university 
affiliation when it offers support to its students, students may be motivated to avoid availing 
of this service to avoid stigma within their own group.  Indeed, that is what was found in the 
current study with students who strongly identified with their university demonstrating 
greater stigma towards help-seeking than those who identified less as a university student. 
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This leaves university counselling services with a dilemma because identification with 
the university also has considerable benefits. These include higher levels of wellbeing and 
better adjustment to university life (e.g., Amiot, Terry, Wirawan & Grice, 2010; Bettencourt, 
Charlton, Eubanks, Kernahan & Fuller, 1999). In order to address these conflicting processes 
it may be necessary for universities to reevaluate the organization of their mental health 
services. It is possible that counselling services off campus, offered by external agents may 
be more attractive to those students who are strongly affiliated to their institution; if 
counselling services were perceived as more independent of the institution in terms of 
physical proximity, embeddedness and because of their branding, students may be more 
likely to seek help. This is not to suggest that mental health services should be removed in 
their entirety from university campuses however. These are vital resources that are utilized by 
a vast number of students and for the most part provide an invaluable source of help and 
support. Rather a variety of sources may be the solution, with both internal and external 
options made available to students to ensure the needs of widest possible range are met. 
It is important to note here that in the university where this study was conducted, 
counselling services are very much embedded within the university and its systems, including 
by proximity, by their very clear presence in all guidance offered to students, and the role 
they play in supporting students with academic processes (i.e. mitigation). Thus it is 
important that future research compares institutions where counselling services are more or 
less embedded and perceived as part of the ingroup in order to further understand the practice 
implications of the effects we have reported here. Other limitations of the current study 
include the way in which participants were recruited. All of the students in our institution 
were emailed and asked to participate in this study. Our final sample represents a self-
selected sample of this total population and as a consequence these respondents may not be 
representative of the wider student pool. Our sense is that students that were particularly 
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interested in mental health issues may have been more inclined to complete the study. In 
addition, the population from which this sample was drawn represents a particularly 
homogenous group in terms of nationality and background, with 91% of all students in the 
university where the study was conducted identifying as Irish. Although this homogeneity 
may have contributed to the overall high level of identification with their university, it must 
also be noted that findings may differ in student bodies that are more diverse, or indeed 
amongst different cultures. 
Future research is needed to address both this and other issues. As the effect sizes in 
this study were quite small, there is a need for more research to confirm our findings. This 
should also take into consideration additional factors that may influence help-seeking but 
were not included in the current study. For example, beliefs about the usefulness or 
effectiveness of mental health services have previously been shown to be important 
predictors of help-seeking behavior (Downs & Eisenberg, 2012) whilst intentions to seek 
help are thought to be influential here too (Schomerus & Angermeyer, 2008). Although past 
experience with suicide and help-seeking was measured, these questions did not go into depth 
or probe for the closeness of that experience, for example whether it was oneself, family 
member, friend, or other person. Furthermore, the current mental health status of the sample 
may be influential, and should be incorporated into future research. It should also be explored 
if students’ stigma of help-seeking differs for internal and external (e.g. GP, independent 
counselling service) sources of help. Finally, our study was based solely on self-report 
measures as stigma and group identification are entirely subjective concepts and are crucial to 
decisions to seek help. However this does mean that the study should be interpreted with due 
caution as a consequence of shared variance associated with the method, particularly as our 
results are correlational. Future research could usefully employ a longitudinal design to 
explore stigma and group identification as true determinants of help-seeking. 
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In conclusion, the current study found that that identification with their university 
may influence student attitudes towards seeking help from the university mental health 
service. After controlling for already known predictors of help-seeking for issues related to 
suicide and mental health (stigma of suicide, gender, experience with help-seeking and 
exposure to suicide), it was found that students who identified more strongly with their 
university demonstrated a higher stigma of seeking help from this source. Possible 
explanations for this lie with the self-categorization theory and normative fit. This finding has 
potential implications for mental health service provision across higher level institutes, who 
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Abstract 
The stigma surrounding mental ill-health is an important issue that affects likelihood of 
diagnosis and uptake of services, as those affected may work to avoid exposure, judgement or 
any perceived loss in status associated with their mental ill-health. In this study, we drew 
upon social identity theory to examine how social group membership might influence the 
stigma surrounding mental ill-health. Participants from two urban centers in Ireland (N = 626) 
completed a survey measuring stigma of mental health, perceived social support as well as 
identification with two different social groups (community and religion). Mediation analysis 
showed that subjective identification with religious and community groups led to greater 
perceived social support and consequently lower perceived stigma of mental ill-health. 
Furthermore, findings indicated that high identification with more than one social group can 
lead to enhanced social resources, and that identification with a religious group was 
associated with greater community identification. The current study thus extends the evidence 
base of group identification by demonstrating its relationship to the stigma of mental ill-
health, whilst also reinforcing how multiple identities can interact to enhance social resources 
crucial for well-being. 
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Identification Reduces Stigma of Mental Ill-Health: A Community-Based Study 
Our social network and those with whom we associate can massively impact our 
thoughts, feelings and behaviors towards a multitude of issues (Jetten, Haslam & Haslam, 
2012). This is particularly true for those whom we view as similar others, or share a social 
identity with (Turner & Oakes, 1986). In the current study, we examine how identification 
with two different social groups can influence perceived stigma towards mental ill-health in 
two towns in the Republic of Ireland. Drawing on the social identity approach, we assess 
whether levels of perceived stigma and social support differ based on the strength of religious 
and community identification. We further explore how identification with more than one 
group may impact upon these measures, allowing us to examine the role of multiple group 
membership in the stigma of mental-ill health.  
Research has shown that where individuals share group membership, help received 
from members of that group is more welcome and perceived as less threatening to one’s self-
esteem than help offered by outgroup members (Reicher, Cassidy, Wolpert, Hopkins, & 
Levine, 2006).  The shift towards provision of mental health services from large hospitals or 
specialized psychiatric centers to local, community-based mental health services that has 
been seen in Ireland, and elsewhere (Health Service Executive, 2016), can in this way be 
viewed as a welcome development. A consequence, however, is that the chances of 
encountering familiar persons whilst accessing such services are increased. This is 
unproblematic if the health service being accessed is not considered taboo within one’s social 
group. However, if the health issue is one that is stigmatized (e.g. HIV, STIs, suicide, mental 
ill-heath), those in need of services may be less likely to seek help (Lichtenstein, 2003; Mapp, 
Hickson, Mercer & Wellings, 2016); particularly from sources within their own group 
(Kearns, Muldoon, Msetfi & Surgenor, 2015). The change in mental health service provision 
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to community settings therefore reinforces the need to understand positive attitudes towards 
mental health at a local level, as stigma reduction is one of the most effective ways to 
eliminate negative attitudes surrounding help-seeking (Gulliver, Griffiths, Christensen & 
Brewer, 2012; Pearson, Claassen & Booth, 2014).  In the current study, we explore stigma of 
mental ill-health in two towns in the Republic of Ireland, where the establishment of local, 
community-based clinical services for those affected by mental health problems is planned. 
Resulting from the physical positioning of such services within the community, the stigma 
perceived amongst fellow community members, to whom an affected person risks exposing 
their mental health problems should they choose to engage with this source of help, is likely 
to predict service usage when these centers are established.  
Mental Ill-health and Related Stigma as a Major Social Issue 
In the current study, our focus is on the impact of perceived public stigma on help seeking 
of those affected by mental ill-health.  Perceived public stigma relates to how we think other 
people perceive mental ill-health or people who experience mental ill-health (Link, 1982).  
This type of stigma has been shown to inhibit help-seeking behavior (Corrigan, 2004). We 
use the term ‘mental ill-health’ here to acknowledge that, just like physical health, mental 
health ranges along a healthy to ill continuum (World Health Organization, 2001). Therefore 
this term encompasses a wide range of mental health issues, from stress and anxiety to 
clinical depression and psychosis. When a person has mental ill-health, they will generally 
have difficulties in carrying on with everyday life, the extent of which differs based on how 
serious the mental health problem is (Kinderman, 2014).  
Mental ill-health is something that affects large portions of the population. Estimates of 
the lifetime prevalence of such problems range from 25 to 50% of the global population 
(WHO, 2001; Kessler et al., 2005; Moffitt et al., 2009). Similar to the rest of the world, 20% 
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of respondents in the 2016 ‘Healthy Ireland Survey’ indicated that they currently, or at one 
point in their lives, had a mental health problem (Ipsos M.B.R.I., 2016), whilst 28% of Irish 
participants in a more recent survey indicated that they had previously been treated for mental 
ill-health (St Patricks Mental Health Service, 2017). Despite such high prevalence, mental ill-
health continues to be seen as taboo, and a source of shame and stigma. Those experiencing 
mental health problems are often viewed as dangerous, unpredictable and untrustworthy by 
the general public (Angermeyer & Dietrich, 2006; Thornicroft, 2006). In the Irish context, 
64% of people believe that being treated for a mental health difficulty is seen as a sign of 
personal failure, whilst 73% maintain that those who receive in-patient care for mental health 
difficulties are treated differently by society (St Patricks Mental Health Service, 2017). 
Stigma of mental ill-health is acknowledged as one of the strongest barriers to engaging with 
professional mental health services (Gulliver et al., 2012). Tackling these prevailing attitudes 
is thus a necessary priority.  Failure to do so may negatively impact the uptake of vital 
professional services (Corrigan, 2004).  
Social Identification, Stigma, and Social Support 
Stigma is a social phenomenon (Blaine, 2000). It is driven by shared understandings 
and associated values attached to a given issue, in this case mental ill-health. In this study, we 
investigate how people’s social groups, the vectors of shared understandings and values, may 
be influential in the perception of stigma. We posit that group identification can influence 
perceived stigma of mental ill-health via increased social support. The basis for this argument 
comes from the social identity approach, a body of work incorporating social identity theory 
and self-categorization theory (Tajfel & Turner, 1979; Turner, Hogg, Oakes, Reicher & 
Wetherell, 1987). Previous research using this framework has demonstrated that sharing a 
social identity with similar others and recognizing them as members of your ‘ingroup’ can 
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lead to positive psychological outcomes, including a feeling of belonging and enhanced 
social support, with ultimate benefits for health and well-being; an effect called ‘the social 
cure’ (Jetten et al., 2012). Group identification can fill an important need and alleviates the 
negative psychological outcomes associated with having a stigmatized identity due to the 
platform it provides for the giving and receiving of social support necessary to cope with and 
resist the prejudice or discrimination experienced (Turner, Oakes, Haslam & McGarty, 1994; 
Crabtree, Haslam, Postmes & Haslam, 2010).  
To date, it has been established that group membership can positively or negatively 
influence help-seeking behaviors, dependent on levels of stigma amongst fellow group 
members (Reicher et al, 2006; Kearns et al., 2015).  As yet, the role of levels of identification 
with a given group is less clear. The influence of group membership is likely to have 
important consequences for the beliefs and expectations that individuals have about other 
group members. One line of enquiry focusing on ingroup favoritism has outlined how group 
members have a strong preference for extending prosocial behavior to other members of their 
group. Thus, reciprocal exchange is expected such that the help and support expected from 
the ingroup is above and beyond that expected from members of the outgroup (Everett, Faber 
& Crockett, 2015). Moreover, in what can be considered stereotyping, ingroup members are 
commonly perceived to be more altruistic and viewed in a more positive light than outgroup 
members (Yamagishi and Kiyonari, 2000). Therefore, we expect that those with higher group 
identification are likely to have greater access to the social support associated with group 
membership, which can lead to increased expectations of care and understanding (Haslam, O' 
Brien, Jetten, Vormedal, & Penna, 2005). Resulting from these increased feelings of social 
support, we also expect that levels of mental ill-health stigma will differ based on the strength 
of identification with the group.  
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Multiple Groups and Potential Amplification Effects? 
As outlined above, group membership is associated with many benefits and positive 
psychological outcomes. Research has also demonstrated that these effects may be 
augmented when you are a part of more than one group. Individuals usually belong to many 
different groups at the same time, all of which form part of their social identity (Ashforth & 
Johnson, 2001). A substantial line of enquiry focusing on multiple group membership shows 
that the number of groups an individual belongs to is positively associated with psychological 
well-being, with incremental increases based on the number of group memberships (Walter, 
Jetten, Dingle & Johnstone, 2015), which has important health consequences such as 
protecting against depression (Cruwys et al., 2013), promoting well-being after a stroke 
(Haslam et al., 2008), brain injury (Walsh, Fortune, Gallagher Muldoon, 2015) and adjusting 
to life transitions (Iyer, Jetten, Tsivrikos, Postmes & Haslam, 2009).  
In the current study, we concentrate on benefits resulting from membership of two 
groups that are particularly relevant in our Irish community based sample.  Advancing on 
previous research, we examine how the strength of identification with these two groups may 
influence social support and stigma.  This study had particular relevance in Ireland where 
clinical mental health service provision is being rolled out and offered at a local level.  Our 
data was collected in two communities where community-based mental health service 
provision for those affected by suicide and self-harm was about to be come on stream.   
Ensuring a lack of stigma at local level for those seeking to access these services is 
particularly important in a country with a long history of stigmatizing mental health problems 
not least because of the historically ambivalent attitude of the dominant religious influence in 
the country, the Catholic Church, to mental illness (Leavey, Lowenthal & King, 2007).  
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So, in this study we measure extent of identification with the local community as well 
as religious identification with preferred religion. Both identities are important elements of 
the social fabric of everyday life in Ireland. The geographical locality, here and in common 
parlance in Ireland is referred to as the community where a person is from. Community 
identity, embedded in spatial, place and family identities, represents an important social 
identity in Irish culture.  ‘Community’ encompasses everyone that lives and interacts with 
others within that locality. For the majority of the community, it is where they attend school 
or work, make friends and conduct their daily routine, and thus constitutes for most 
individuals where their social relationships exist. Communities are also key focal points 
around which local government and sporting identities are built.  As a consequence, many 
people feel a strong sense of loyalty to their community.  A second important identity in Irish 
life is religion.  Church organizations are embedded in local communities.  Historically, the 
units of church organization, parishes, have been predominantly Catholic though there is also 
a much lower density of Protestant parishes.  The Catholic church retains an important 
position in Irish society and many people continue to identify as Catholic. Many important 
community resources remain under the auspices of religious groups, such as community 
meeting places as well as hospital and maternity services and many social care facilities. For 
this reason, community and religious identities were selected as identities of particular 
relevance to this study, oriented as it is to the impact of identities on uptake of embedded and 
local health service provision  
Exploring the impact of two identities is also theoretically interesting.  An 
amplification effect has previously demonstrated that pre-existing group memberships can 
facilitate the acquisition of additional group memberships. For example, those with more 
group memberships prior to commencing university found it easier to settle in and were more 
likely to acquire new group memberships when compared to those with fewer group 
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memberships prior to this transition (Iyer et al., 2009). However, this work also highlights the 
importance of identity compatibility in facilitating this transition. Past research, for example, 
has shown that low income students report tension between their new and pre-existing group 
memberships.  In these cases, drawing on their previous social group memberships to support 
their adjustment to university life is less fruitful (Iyer et al., 2009). With the aim of adding to 
this field of research, the current study will investigate if identification with one group may 
facilitate identification with a second group, looking to the strength of identification with the 
first group as a predictor of new group acquisition rather than focusing on memberships of 
multiple groups as has previously been tested. We further consider how identity compatibility 
may help or hinder this process. 
Current Research 
In this study, we want to determine if levels of perceived stigma of mental ill-health 
and social support differ between those who identify strongly with their community and 
religion compared to those who have high identification with only one, or neither, of these 
groups. Our first hypothesis (H1), investigates if levels of perceived social support, and 
perceived stigma of mental ill-health differ based on the strength of identification with our 
two groups. We expect that strength of identification with both community and religious 
identities will be related to perceived social support, and perceived stigma of mental ill-
health.  Further, we expect where our participants strongly identify with one, both or neither 
group will affect perceived social support and perceived stigma. Mediation analysis is 
employed to determine if religious and community identification predicts perceived stigma of 
mental-ill-health via perceptions of social support (H2). The mediation model also tests our 
amplification hypothesis (H3), that one form of identification, for example religious 
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The study sample was recruited from the populations of two towns in the Republic of 
Ireland (population of Town 1 was 51,000, Town 2, 23,000), as these were the focus of a roll 
out of provision of community-based mental health services. Participation was voluntary and 
anonymous in all cases. The inclusion criteria were that participants were currently residing 
in one of these two areas and were over the age of 18. Given the high prevalence of mental 
ill-health and likelihood of an individual struggling with a mental health problem over the 
lifespan, a decision was made to impose no other exclusion criteria.  Participants were invited 
to complete either an online or paper-based survey focused on community and religious 
identity, social support, and mental health stigma. In total, 712 people took part in the study, 
with 626 of these completing all the survey items relevant to this study, representing 0.85% 
of the total population of the two towns. There was a higher absolute number of participants 
from Town 1 (n = 400, representing 0.78% of the population), than Town 2 (n = 226, 
representing 0.97% of the population), which is reflective of it having a larger population 
overall. Participant age ranged from 18 to 90 (M = 37.79, SD = 15.29), of whom 74.5% were 
women. The mean age of participants in Town 1 (M = 38.25, SD = 14.64) was significantly 
higher than that in Town 2 (M = 34.70, SD = 14.64, t(624) = 3.13, p = .003); a difference that 
is reflective of the average age for each town recorded in the most recent national census 
(CSO, 2016). There were no differences in the proportion of male/female participants 
between the two towns (p = .75). We did not carry out an in-depth assessment of the mental 
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health services in each locality at the time the research however, the designation of these two 
towns as locations for new, community-based mental health services indicates that current 
services were not considered adequate.  
A variety of different sampling methods were used to ensure a representative sample 
of each town, evident from the extensive age range highlighted above. Participants were 
recruited to the online survey via advertisements shared on social media platforms including 
Twitter and Facebook by numerous community-based groups, organizations and sports clubs 
from each town. Further recruitment stemmed from study information published in local 
media outlets and radio interviews conducted on local stations to raise awareness of the 
study.  Those who completed the paper survey did so in person at workplaces and shopping 
centers local to each area, where efforts were made to recruit participants who may not 
otherwise have taken part in the study - those who did not have access to or were unable use 
the internet (including an older population), and men, who continually demonstrate low 
response rates to studies focusing on mental health (Kearns, Muldoon, Msetfi & Surgenor, 
2017); something that can also be seen in the current study. Evidence that these sampling 
methods were successful can be seen in that there was a significant difference in age amongst 
those who took part in the survey in person (M = 42.60, SD = 18.42) compared to those who 
completed the survey online (M = 32.85, SD = 11.56), p < .001. Further, 25% of all males 
who took part in the study did so in person, whilst paper responses represented less than 10% 
of the total number of responses for females. Those who weren’t resident in the local 
community were excluded by screening questions prior to commencing the questionnaire. 
The study received full approval from the Faculty of Education and Health Sciences Research 
Ethics Committee at the University of Limerick.  
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Measures 
Community identification. Community identification was measured using the four-
item measure of social identification (FISI). This short measure is adapted from a longer 
scale (Doosje, Spears, & Ellemers, 1995), and is recommended when it is not possible to 
administer an extensive questionnaire (Postmes, Haslam & Jans, 2012). FISI consists of four 
items (I identify with [In-group], I feel committed to [In-group], I am glad to be [In-group], 
Being [In-group] is an important part of how I see myself), and is designed to be adapted to 
measure identification with any specified group.  In this case participants were asked to 
respond to each item by stating where they identify with “my community in Town X ”. In this 
way community was defined as the geographical locality associated with the town. Items 
were scored on a 7-point Likert scale ranging from 1 (strongly disagree) to 7 (strongly agree) 
and summed, with higher scores indicating a stronger identification with the community. 
Based on residency, all participants who took part in the study could be considered part of the 
‘community’ group, as those not resident in the area were excluded at the screening stage. 
Cronbach’s α for this measure was .85. 
Religious self-categorization and identification: A measure of religious self-
categorization was included as whilst all study participants were automatically part of the 
‘community’ group, religion is something that people must claim. This was measured using a 
single-item measure taken from the Irish census survey (Central Statistics Office, 2016), 
“What is your Religion?”. Responses were recoded into a dichotomous variable for analytic 
purposes to differentiate between those who subscribed to a religion and those who did not (1 
= religion, 2 = no religion).  
The Duke University Religion Index (DUREL; Koenig & Büssing, 2010), a 3-
dimensional, five-item measure of religious involvement developed for use in large cross-
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sectional studies was employed to measure religious identification. Two of these items, taken 
from the “intrinsic religiosity” dimension of the DUREL, were used as a measure of religious 
identity centrality yielding a Cronbach’s α of .91 for this study. These were: “My religious 
beliefs are what really lie behind my whole approach to life” and “I try hard to carry my 
religion over into all other dealings in life”. These items were scored on a 5-point Likert scale 
ranging from 1 (definitely not true) to 5 (definitely true for me) and summed. Other 
dimensions of this measure representing spirituality and connections to co-religionists were 
not used as the former cannot be considered a measure of identification and the latter is likely 
to artificially inflate the extent of the relationship between this variable and social support. 
The reason that these items were used in our analysis rather than the measure of self-
categorization with a religion (e.g. Catholic, Protestant, Islam, etc.) was that in the Irish 
context, many people categorize with a religion despite not holding any religious views, for 
reasons that have cultural and political underpinnings (see Hanson, 2014). In this study, we 
wanted to differentiate between such individuals and those who actively engage with their 
religion and subjectively define it as an important part of who they are.  
Religious attendance: This was included as a covariate and measured using a single-
item subscale from the DUREL, “How often do you attend church or other religious 
meetings?” The item was scored on a 5-point Likert scale ranging from 1 (never) to 5 (more 
than once a week). The rationale for the inclusion of this covariate was to ensure that it was 
identification with a religion, rather than any affect associated with socializing at religious 
gatherings that was reflected in our analysis.  
Social support. Perceived social support was measured using 15 items from the 
widely used Medical Outcomes Study Social Support Survey Instrument (Sherbourne & 
Stewart, 1991), incorporating the emotional/informational support subscale, affectionate 
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support subscale, and positive social interaction subscale. Due to concerns about the length of 
the survey and in the hope of maximizing completion rates the tangible support subscale was 
not included. Wording of the instructions was slightly adapted for the current study, with 
participants asked to indicate, “How often would the following types of support be available 
from people in your community if you needed it?” Examples of items include “Someone you 
can count on to listen to you when you need to talk”, “Someone to love and make you feel 
wanted” and “Someone to do things with to help you get your mind off things”. Items were 
scored using a 5-point Likert scale ranging from 1 (none of the time) to 5 (all of the time) and 
averaged, with higher scores indicating greater perceived social support. Cronbach’s α for 
this measure was .97. 
Perceived stigma of mental health. The 12-item Perceived Devaluation 
Discrimination Scale (PDDS; Link, 1982; Link, Mirotznik & Cullen, 1991) measures beliefs 
that people will devalue or discriminate against someone with mental ill-health. In this study, 
the 12 items were amended to specifically refer to people in their community. For example, 
“Most people in my community would treat someone who once suffered from mental ill 
health just as they would treat anyone”. Items were rated on a on a 6-point Likert scale, 
ranging from 1 (strongly agree) to 6 (strongly disagree).  Positively-worded items were 
recoded, and items scores were averaged with higher scores reflecting higher perceived 
stigma of mental health. Cronbach’s α for this measure was .87. 
Procedure 
 Individuals living in Towns 1 and 2 were invited to complete the study measures via 
an online survey, or in person. The paper-based survey was identical to the online survey but 
printed in booklet form. In both formats, the first page of the survey outlined the study 
information and contained screening questions related to the inclusion criteria (being over the 
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age of 18 and currently resident in one of the two towns). The survey took approximately 15 
minutes to complete, after which participants were thanked and given information on relevant 
support services in their area if needed. Participants in the online survey received no 
compensation; those who were recruited in person were given a voucher for tea/coffee that 
could be redeemed in an on-site café where they could sit and complete the survey.  
Analytic Procedure 
In order to examine our hypothesis, H1, and determine if those who identified 
strongly with multiple social groups have better outcomes in terms of social resources, we 
used a median split to separate survey respondents into high/low identifiers with the two 
groups relevant to this study, religion (Mdn = 4) and community (Mdn = 19). A new variable 
was then created with three categories: 1) those that identified strongly with both groups, 2) 
those that identified strongly with one group only, and 3) those who did not identify strongly 
with either group. These three categories were selected for this analysis for theoretical 
reasons.  Following the analytical precedent by Jetten and colleagues (Jetten, Mols & 
Postmes, 2015), this approach allowed us to establish whether our study measures differed 
based on the number of groups participants identified strongly with, rather than the main and 
interaction effects of the particular identity. Univariate analyses of variance (ANOVA) were 
used to investigate differences in social support and stigma of mental ill-health between these 
groups; planned comparisons using pairwise comparisons adjusted using the Bonferroni 
correction for multiple testing then compared those who identified strongly with both groups 
to each of the other two groups.  
Our second and third hypotheses (H2, H3), were examined using serial mediation 
analysis, computed using PROCESS, model 2.15 (Hayes, 2012). An estimate of the indirect 
effect was obtained by running 5000 iterations of computed samples using the bootstrapping 
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procedure with bias-corrected and accelerated 95% confidence intervals. All analyses were 
carried out using SPSS v.22. Three additional mediation models were then computed to 
ensure that our results were accurate and not due to the influence of external variables. First, 
we wanted to establish if the order of the identification measures were influential - something 
that would speak to the importance of group compatibility in new group acquisition - so the 
order of these two variables were reversed, i.e., community identification influencing 
religious identification. Second, participants that indicated that they had no religion were 
removed from the dataset. This was because whilst all participants were automatically part of 
the community group because of their residence (determined by a screening question prior to 
participation in the survey), all participants did not self-categorize with a religious group. 
Therefore, we wanted to ensure that any effects found were not overly influenced by this 
subpopulation that did not claim membership of both groups, particularly as preliminary 
analysis revealed high correlations between the dichotomous measure of religious self-
categorization and study measures (see Table 1). Third, religious attendance was added as a 
covariate to ensure that it was religious identification and not simply attendance at formal 




Investigation of H1 
An ANOVA revealed a significant difference in perceived stigma of mental health 
between the three groups (those that identified strongly with both religion and community, 
those that identified strongly with one group only, those that did not identify strongly with 
either group), F(2, 623) = 7.73, p < .001, ηp2 = .03. Pairwise comparisons revealed that those 
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who identified strongly with both religion and community (n = 173 M = 3.17, SD = .88) had 
significantly lower perceived stigma of mental ill-health than those who identified strongly 
with only one group (n = 260, M = 3.41, SD = .90; p < .01), and those who did not identify 
strongly wither either group (n = ,193 M = 3.54, SD = .97; p = .02). A second univariate 
ANOVA with perceived social support as the dependent variable again revealed significant 
differences between the three groups F(2, 623) = 16.51, p < .001, ηp2 = .05; see Figure 1). 
 
Table 1. Descriptive statistics and Pearson’s correlations for study variables 
 M SD 1 2 3 4 5 6 7 
1. Gender - -        
2. Age 25.97 12.68 -.04       
3. Religious 
identification 
4.83 2.61 .10* .37**      
4. Community 
identification 
18.34 5.96 .03 .19** .22**     
5. Social support 3.79 1.01 .05 .07 .12** .29**    
6. Stigma of 
mental ill-health 
3.38 .92 -.04 .06 -.06 -.23** -.27**   
7. Religion - - -.21** -.13** -.83** -.11** -.04 .10*  
8. Religious 
Attendance 
1.96 .97 .10* .40** .52** .17** .09* .003 -.38** 
Note: * p < .05 ** p < .01, two-tailed. 
Pairwise comparisons adjusted using the Bonferroni correction revealed significantly higher 
levels of perceived social support amongst those who identified strongly with both religion 
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and community group (M = 4.14, SD = .86) than those who identified strongly with only one 
group (M = 3.73, SD = .99; p < .001), or those who did not identify strongly with either group 
(M = 3.55, SD = 1.08, p < .001).  For a depiction of these effects see Figure 1.  
Investigation of H2 and H3  
Serial mediation analysis tested our hypothesis (H2) that community identification 
(m1) and perceived social support (m2) would explain the relationship between religious 
identification and perceived stigma of mental ill-health. We predicted that religious 
identification would increase community identification (H3), which in turn would increase 
perceived social support from community members and result in lower perceived stigma of 
mental health amongst community members. 
Our hypothesis, H2, was supported, as the indirect effect of religious identification on stigma 
of mental health via community identification and social support was significant, B = -.01, SE 
= .002; 95% CI (-.01, -.003). The combination of these variables accounted for 10% of the 
variance in perceived stigma of mental ill-health (F(3, 622) = 22.31, p < .001). The direct 
effect of religious identification on stigma of mental health was not significant, B < -.001 SE 
= .01, 95% CI (-.03, .03). However religious identification results in increased community 
identification, B = .50, SE = .09, 95% CI (.32:.67), supporting our second hypothesis (H2), 
which in turn has a positive relationship with perceptions of social support, B = .05, SE = .01, 
95% CI (.03:.06). Finally, social support has a negative relationship with perceived stigma of 
mental ill-health, B = -.21, SE = .04, 95% CI (-.28, -.13).    This means that those with higher 
levels of religious identification display higher levels of community identification, and thus 
higher levels of perceived social support from their community. This in turn leads them to 
perceive there to be lower levels of mental ill-health stigma amongst community members. 
Figure 2 depicts the size and direction of effects. 
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Figure 1. Mean scores for 1) perceived social support and 2) perceived stigma of mental-ill health based on strength of identification with 
religious and community groups 
Note: LL: low identification with both groups, HL: high identification with one group, low identification with the other; HH: high identification 


















       
  
Additional Analyses 
The serially mediated model outlined above remained significant when religious 
attendance was added as a covariate. Religious attendance was not significantly related to 
community identity, social support, or stigma of mental ill-health (p > .07 for all). A second 
model whereby the identification measures were reversed (community identification 
predicting religious identification) was then tested to determine if the ordering of 
identification measures in our model was important. Whilst the overall model was the same 
as reported above and thus significant, as was the direct effect of community identity on 
stigma of mental ill-health (B = -.03, SE = .01, 95% CI (-.04: -.02)), the serially mediated 
pathway of community identity to mental ill-health stigma via religious identity and social 
support was not, B = -.001, SE = .001, 95% CI (-.001:<.001). A further model where 
participants who indicated that they had no religion (n = 120) were removed from the dataset 
also maintained the serially mediated pathway outlined above in the main analyses (religious 
identification  community identification  social support  stigma of mental ill-health; n 
= 506, B = -.01, SE = .002, 95% CI (-.01: -.002). 
 
Figure 2. Path analysis for religious identity to perceived stigma of mental ill-health via community 
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Discussion 
Evidencing the Beneficial Nature of Groups 
 Previous research has demonstrated how group memberships and social identity 
processes can bolster social resources resulting in positive psychological outcomes for group 
members (Jetten et al., 2012; Muldoon & Lowe, 2012). The current study reinforced this 
finding and extended evidence of the beneficial nature of multiple group memberships and 
group identification to a reduction in the perceived stigma of mental ill-health, which is a 
crucial determinant of help-seeking behavior and diagnosis of mental health problems.  
At first glance, these findings may appear to conflict with previous research 
demonstrating that when study variables are reversed, stigma results in lower social 
identification, lower perceived social support, with negative outcomes for health and well-
being (e.g. Jay et al., under review). However, the important difference here is that the 
current study sample represents a community cohort without a personally stigmatized 
identity, thus differing vastly from previous research that focused on felt stigma where the 
study sample was personally affected. Taken together, these findings lead to an interesting 
paradox whereby stigma, including the stigma of mental ill-health, can inhibit group 
identification and lead to individuals who are struggling with such issues turning away from a 
group for fear of judgement when, in fact, to deal with stigma and experience the acceptance 
of mental-health issues amongst peers, they need to turn towards the group. By doing so, they 
gain from their group membership in terms of health and well-being (e.g. Jetten et al., 2012). 
Of note in the current study, is that participants perceived stigma surrounding mental 
health problems to be present within their community, yet remained willing to offer social 
support to group members and reject this stigma. That such stigma rejection was 
demonstrated within reasonably distal or abstract groups (religion and community) as 
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opposed to tight-knit, well-established groups (e.g. family, work colleagues) is especially 
promising; it is not just being nice to those personally known to us that is important – it is 
about being inclusive and understanding to those whom we perceive as being similar by 
virtue of being in our community or subscribing to the same religion.  
Strength of Identification and Group Content as Influential Factors 
Although a growing body of research points to the beneficial nature of group 
memberships - including the current study – simply being a member of different social 
groups is not where the story ends. Here, we demonstrated that it is not just membership of 
multiple groups, but also the strength of identification with and content of groups that can 
impact upon social and psychological outcomes. In the current study, those who identified 
strongly with both religious and community groups demonstrated increased social support 
and lower perceived stigma of mental ill-health when compared with those who claimed 
membership of these groups, but did not identify strongly with them. This study also showed 
that the two groups examined were not equal when it came to influencing outcomes, but 
rather that the content of the group is important. Religious group membership, whilst having 
an influential position in Irish community settings, did not significantly impact upon the 
stigma of mental ill-health, or indeed social support once community identification was 
included in the model. These findings reinforce the importance of considering the content and 
strength of identification with groups in study designs; measuring the number of group 
memberships alone is not sufficient. 
Identity Amplification and Group Compatibility 
The current study further revealed that the content of a group is important not only for 
predicting social and psychological factors, but also for new group acquisition. We showed 
that identification with one social group (religion) can lead to the acquisition of an additional 
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group membership (community) which, in turn, was shown to increase perceptions of social 
support and reduce the perceived stigma of mental ill-health in a serially mediated pathway. 
Again, this feeds into prior research demonstrating that existing group memberships can 
facilitate membership of new groups (Iyer et al., 2009).  These findings are also novel in that 
they reiterate the importance of strength of identification with the ingroup(s) rather than 
solely focusing on the number of group memberships, and provide evidence that one group 
can be a building block for another - perhaps through enactment of identity giving access to 
belonging, something that has previously been suggested by Walsh and colleagues (2015). 
What is notable is that this finding differed based on the order in which identification 
variables were entered in the model. The identification amplification pathway demonstrated 
in the current study was that religious identification facilitated community identification and 
thus social support; a mediation pathway with these two variables reversed was found not to 
be significant. This reiterates findings by Iyer and colleagues (2009) that when it comes to 
one group identity facilitating another, the type of the original identity matters, with group 
compatibility needed for new group acquisition. 
Religion is a unique type of identity due to expectations around participation in 
organized, formal activities (Ysseldyk, Matheson & Anisman, 2010), thereby facilitating 
social interaction with other group members who will likely live in close proximity and 
therefore represents a key link to the locality in which a person resides. Due to such social 
interactions with proximal others enabled by religious identification and engagement, we 
believe that this may have harnessed community ties and consequently aided community 
identification within our sample. As to why the identification pathway did not work in 
reverse, it is less likely that a person would affiliate themselves with a religious group simply 
because of identification with others in their community - subscribing to a religion involves 
adopting a particular set of beliefs and practices that the individual may not necessarily agree 
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with, and so in reverse these two groups may be incompatible. This finding adds to literature 
highlighting the powerful nature of religion as an identity (Ysseldyk et al., 2010); indeed, 
religion may be viewed as a gateway identity leading to new group acquisition due to high 
levels of compatibility with a wide range of other groups. 
Study Limitations and Directions for Future Research 
 The primary limitations in this study are linked to the study design and inclusion of 
only specified social group memberships. As we were interested in how the strength of group 
identification influenced study measures rather than the number of group memberships, we 
decided to select two groups that we felt had a particular relevance within a local area, and 
focus on participants’ identification with these groups only. There are, of course, additional 
groups within communities from which those local to the area derive support and friendship 
and which may influence attitudes towards social issues; for example, sports, drama or senior 
groups. Future studies should consider allowing participants to indicate levels of 
identification with self-selected and self-defined groups to avoid overlooking their potentially 
prominent influence. This would also help to alleviate a potential issue in the current study in 
that one of the prescribed groups, community, may have a very broad interpretation.   
 Further, as noted above, the two identity measures included in the current study were 
not equal in their relationship with our study measures, with community identification having 
the strongest influence on both perceived social support and stigma of mental ill-health. This 
may be due in part to the content of the identity, as was discussed previously, but also to the 
measurement of study variables. Religious identification was measured using items from an 
intrinsic religiosity scale (DUREL; Koenig & Büssing, 2010), that may reflect religious 
centrality to a greater extent than religious identification. An additional limitation of the 
current study is that it does not measure past experience with mental ill-health and help-
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seeking, either from a personal perspective or through familial ties. As past experience with 
mental ill-health is likely to influence future perceptions of public stigma, this is something 
that should be included in future research. Future research could also usefully consider an 
exploration of specific types of social support (e.g. emotional/informational support, 
affectionate support, positive social interaction, tangible support, etc.) to assess which 
subscales may have particular relevance for explaining the relationship with perceived stigma 
observed in the current study. Finally, conclusions from the current study are limited by the 
cross-sectional design. Although the data is part of a larger longitudinal study that is still 
underway, the current study includes measures taken at one time point only. As such, it is 
impossible to make causal inferences based on present findings, but these findings do 
pinpoint areas for investigation once the longitudinal study is complete. 
Conclusions and Implications for Provision of Mental Health Services 
 The contribution of the current study lies not only in the theoretical domain by adding 
to the evidence base of social identification and group membership, but also in applied 
settings, with specific reference to mental health service provision. That group identification 
was shown to be associated, via social support, with decreased perceptions of mental-ill 
health stigma is a crucial finding given the localities in which the current research was 
conducted. The two towns included in the study are sites where community-based mental 
health services are about to be rolled out, as they are subject to rates of suicide and self-harm 
above the national average (National Suicide Research Foundation, 2016). Perceived public 
stigma of mental-ill health has previously been shown to be a significant barrier to help-
seeking behavior (Corrigan, 2004), particularly when that stigma is evident amongst a 
person’s in-group (Kearns et al., 2015). If group identification can, as this study suggests, 
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reduce this barrier, this may facilitate the uptake of vital support services that are due to be 
implemented by those who need them the most.  
A problem still exists, however, whereby those struggling with issues related to 
mental health are less likely to feel part of groups in the first place– due in part to stigma 
(McNamara, Stevenson & Muldoon, 2013).  As such those who are stigmatized can miss out 
on the associated benefits of group membership, including awareness of stigma rejection 
amongst group members, as was seen in the current study. Going forward, efforts need to be 
made to ensure that individuals within communities and social groups that have been 
personally affected by issues related to mental ill-health and suicide are made aware of the 
support and lack of judgement amongst their peers, in the hope of increasing both group 
identification and help-seeking behavior. This may be achieved through actively and publicly 
vocalizing support and understanding for individuals struggling with mental health issues. 
The roll-out of new community-based mental health services offer an ideal opportunity to 
achieve this, and is something that should be capitalized on by community, religious and 
other groups local to the area by lending their support to such initiatives. 
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Abstract 
Purpose: Stigma of mental ill-health and attitudes towards help-seeking are recognised 
barriers to seeking professional help, and have previously been linked to the type of support 
services available. This study examined if the introduction of community-based mental health 
services to an area impacts mental health stigma and attitudes towards professional help-
seeking amongst local residents. 
Methods: A repeated cross-sectional study comprising of community surveys in two 
localities was carried out before and after community-based mental health services opened (N 
= 1074). Measures including perceived public and self-stigma of mental ill-health, and 
attitudes towards seeking professional help were compared across the two time points. 
Results: Both public and self-stigma were significantly lower, and attitudes towards seeking 
professional help significantly more positive, after community-based mental health services 
had been introduced in each locality. 
Conclusions: The presence of local, accessible mental health services can positively impact 





       
  
The impact of community-based mental health service provision on stigma and 
attitudes towards professional help-seeking 
A recent shift in mental health service provision has seen movement away from 
traditional, hospital-based treatment models in most high-income countries towards 
integrated, community-based services that are generally accessed on an out-patient basis 
within a local area (Wahlbeck, Westman, Nordentoft, Gissler & Laursen, 2011). However, 
the provision of mental health services has long been recognised as a factor contributing to 
stigma, and associated reduction in help-seeking behaviour even when people are in need 
(Medeiros, McDaid, Knapp & the MHEEN Group, 2008). This stems in part from archaic 
representations of psychiatric services as “insane-asylums” and “loony-bins”, though 
community care services have also been portrayed in in a negative, stigmatising light 
(Berzins, Petch, & Atkinson, 2003). The question thus arises whether such change in service 
provision may impact, either positively or negatively, upon stigma and attitudes surrounding 
mental ill-health and professional help-seeking; something that the current study aims to 
address. 
Where possible, community-based mental health services are generally preferred to 
hospital-based alternatives. They are seen to reduce structural barriers to help-seeking, and 
avoid prohibitive costs of hospital stays. The World Health Organization (WHO) suggests 
that community-based services are more effective, lessen social exclusion, and reduce the 
likelihood of neglect and violations of human rights that may be encountered in hospital 
settings (Thornicroft & Tansella, 2003). What is of principal interest here, is that reports from 
the WHO and the European Commission (EC, 2005) both claim that community-based 
service provision can reduce the stigma around mental ill-health by moving away from the 
stereotyped, historical, “insane asylum” rhetoric. As yet however, there is little evidence 
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available to support such claims. It is certainly possible that the introduction of such services 
may help to reduce stigma of mental ill-health; however, the opposite may also be true. 
Further, in both the EC and WHO reports, the reference to “stigma” is vague and does not 
take into consideration vast literature on differing types of stigma and how they relate to 
help-seeking behaviour. In the current study, we thus examine how three different measures 
of stigma and attitudes towards mental health help-seeking are impacted by the introduction 
of community-based service provision. 
Public Stigma, Self-stigma, and Attitudes towards Professional Help-seeking 
The stigma associated with seeking mental health services is the perception that a 
person who seeks professional treatment is undesirable or socially unacceptable because they 
need help (Vogel, Wade & Haake S, 2006). Along with attitudinal concerns, this is widely 
accepted to be one of the greatest barriers to help-seeking behaviour and amongst the most 
consistent predictors of service utilisation (Thompson, Hunt & Issakidis, 2004; Gulliver, 
Griffiths & Christensen, 2010). There is an important difference, between public stigma and 
self-stigma. Self-stigma is internalised, and refers to how one would view oneself should one 
develop a mental health issue and need professional support. Public stigma refers to wider 
perceptions of those who have mental health issues. This is an important distinction as the 
first relates to my own ability to seek help and the latter to my support for those in my wider 
community who need help. 
Although public and self-stigma are related, they remain conceptually distinct and 
differ in their power to predict help-seeking behaviour (Corrigan, 2004a).  Public stigma is an 
important indicator of the community support available to those affected by mental health 
problems. The relatively newer concept of self-stigma has been shown to predict the 
utilisation of mental health services, and is a stronger predictor of attitudes towards seeking 
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professional help (Vogel, Wade & Hackler, 2007). Attitudes towards seeking professional 
help, in turn, concern views of the service itself rather than the person who uses it, and again 
is a factor that is strongly related to help-seeking behaviour (Vogel et al., 2007). 
Encompassing the perceived benefit of help and acceptability and willingness to engage with 
such services, attitudes towards seeking professional help may also therefore be linked to 
service provision, and so represents the third variable of interest in this study. 
Impact of Service Provision on Stigma and Attitudes towards Help-seeking  
In terms of how a move to community-based mental health services may impact 
stigma and help-seeking, it is possible that this may be either positive or negative. The 
visibility of a local, community-based service may help in shifting norms around professional 
help-seeking, to something that is not considered unusual or stigmatising. Individuals can 
remain in their locality and own home, minimising disruptions to their daily routine or social 
network. They are not subject to ‘asylum’ related stigma that has problematically been 
associated with psychiatric hospitals (Thornicroft & Tansella, 2003; European Commission, 
2005). And, drawing on evidence from social psychology, help received from a familiar 
source is generally seen as more welcome and less threatening than help from an outside or 
unfamiliar source (Jetten, Haslam & Haslam, 2012), meaning a community-based service is 
likely preferred. 
On the other hand, the visibility and local nature of community-based mental health 
services means risking the exposure of a mental health issue to one’s peers or social network 
– something that may be problematic if such issues are viewed unfavourably. Indeed, 
residents in Luxembourg were shown to have travelled abroad to seek mental healthcare, 
such was the desire to avoid judgement or exposure in what is a relatively small country 
(Medeiros et al., 2008). Similarly, students who were highly embedded in their university 
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network were less likely to seek help from university-based support services, again for fear of 
exposing issues that may be considered taboo amongst their peers (Kearns, Muldoon, Msetfi 
& Surgenor, 2015). The type of stigma measured may also influence whether any changes 
noted are in a positive or negative direction. Changes in public stigma, for example, are 
reliant on a shift in societal views of mental ill-health that may be harder to negotiate than 
altering individual views as measured by self-stigma; alternatively, whilst people might 
acknowledge publicly that help-seeking is acceptable and worthwhile, they may remain 
reluctant to access treatment themselves meaning that, conversely, self-stigma could be more 
resistant to change. Changes in attitudes, meanwhile, will be dependent on whether 
community-based services are considered an effective, acceptable or welcome alternative to 
previously existing treatment options such as hospital-based care.  
Current Research 
In the current study, we examine the impact of community-based mental health 
services opening in two towns in the Republic of Ireland on self-stigma, public stigma and 
attitudes towards professional help-seeking. It is hypothesised that the introduction of 
community-based mental health services in a locality will influence all study measures. 
Given the plausibility that change could be either positive or negative, these are two-tailed 




A repeated cross-sectional design was used to assess changes over time in public and 
self-stigma and attitudes towards professional help-seeking for mental ill-health. This 
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involved cluster-sampling in two locations where community-based mental health services 
were introduced with data collected using a combination of online and paper-based surveys. 
We chose this as an effective method of studying changes over time in health indices for 
large populations. It has the advantage of being less prone to biases that affect cohort designs, 
such as loss to follow-up, and clusters at later measurement occasions are more likely to be 
representative (Yee & Niemeier, 1996). In this study, the same measures were collected at 
two time points. The baseline measurement was taken before a formal announcement that the 
service provision was to be introduced in the town (Time 1), with Time 2 measures taken 
after the official launch of the service in each location. This timeline was designed so that 
Time 1 measures were recorded in Town 2 within a short timeframe of Time 2 measures 
being recorded in Town 1, in order to act as a control for any attitudinal changes at a national 
level (see Figure 1 for a temporal representation of effects). The period between measures 
recorded at Time 1 and Time 2 was 10 months for Town 1, and 11 months for Town 2.  
Participants and Procedure 
Participants were recruited from two towns in the Republic of Ireland (Town 1 
population: 23,000, Town 2: 51,000) that were the focus of a roll out of community-based 
mental health services. Anyone over the age of 18 and resident in one of the two towns was 
invited to complete either an online or paper-based survey at Time 1 and Time 2; 1074 
participants completed all survey items. In Town 1 there was 409 participants (Time 1: n = 
255; Time 2: n = 154); in Town 2 there were 665 participants (Time 1: n = 409; Time 2: n = 
256). Participants ages’ ranged from 18 to 97 years (M= 37.32, SD = 15.17), the majority of 
whom were female (775, 72.16%), with Town 1 participants somewhat older (M = 40.22, SD 
= 16.48) than Town 2 (M = 35.57, SD = 14.05). This is reflective of the average age in the 
region where Town 1 is based, which is amongst the highest nationally. There was no 
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difference in scores for study variables between those who completed the survey online, and 
those who participated in person (p > .14 for all).  
In both towns, the same recruitment procedures were employed at each time point. 
Online surveys were advertised on social media, and paper-based surveys were completed in 
local shopping centres. The survey was identical across time and location apart from 
references to each town by name. Participation was voluntary and anonymous in all cases; no 
identifying information was collected, and responses were not tracked across time. Prior to 
taking part, participants read an information sheet detailing the questionnaire content, and 
indicated their consent. On completion of the survey, participants were given/directed to an 
on online debriefing sheet and provided with information about local mental health services. 
Participants who completed the online survey received no compensation for taking part in the 
study; those who participated in person were given a voucher for tea/coffee in an onsite café 
where they could sit and complete the survey. Ethical approval was obtained from the faculty 
Research Ethics Committee (2014_06_26_EHS). 
Measures  
Perceived public stigma of mental ill-health. Public stigma was measured by the 
validated and reliable Perceived Devaluation-Discrimination Scale (Link, 1987). Respondents 
indicated the extent to which they agreed with statements about how they think most people 
would view those who had been treated for mental ill-health on a 6-point Likert Scale ranging 
from strongly disagree to strongly agree, e.g., “Once they know a person has been treated for 
mental ill health, most people will take his/her opinions less seriously”. Items were summed 
and averaged, with higher scores reflecting higher perceived public stigma. Cronbach’s α for 
this measure was .81. 
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Self-stigma. The Self-Stigma of Seeking Help scale (Vogel et al., 2006) is a reliable 
and validated measure of a person’s own evaluation of seeking professional help. This 10-
item scale is scored on a 5-point Likert scale ranging from 1 (strongly disagree) to 5 (strongly 
agree), e.g. “I would feel inadequate if I went to a therapist for psychological help”. Five 
items scored inversely were recoded and items were summed, with higher scores reflective of 
a higher stigma of seeking help. This yielded a Cronbach’s α of .76. 
Attitudes toward seeking professional help. The widely-used short form of 
Attitudes Toward Seeking Professional Help (Fischer & Farina, 1995) is a 10-item scale 
measured on a 5-point Likert Scale from 1 (disagree) to 5 (agree), e.g. “The idea of talking 
about problems with a psychologist strikes me as a poor way to get rid of emotional 
conflicts”. Negatively worded items were recoded, and items were summed with higher 
scores reflecting more positive attitudes towards seeking professional help. Cronbach’s α for 
this measure was .78. 
Analytic Procedure 
Prior to the main analyses, correlations between study and demographic variables 
were computed. Then we used multilevel modelling to investigate our study hypotheses and 
to allow for correlation between participant scores based on geographical location. Three 
separate models were investigated using the maximum likelihood estimation, with self-
stigma, public stigma and attitudes towards help-seeking as the dependent variables in the 
respective models. In each model, time (Time 1, Time 2) was a fixed factor, with town (Town 
1, Town 2) then added as a random factor and changes in the fit of the model were assessed. 
In order to further explore the impact of a community-based mental health service 
opening in each town, univariate analyses of variance (ANOVAs) were conducted with self-
stigma, public stigma and attitudes towards seeking help entered as the dependent variables 
102 
       
  
and time and town as between-subject variables. This allowed us to examine the effects of 
time and town and carry out simple effects analyses using Bonferroni correction for multiple 
testing where required. ANOVA (and other tests that assume independent observations) have 
previously been used in repeated cross-sectional designs, including within singular healthcare 
facilities where independence of observations was substantially less likely than is the case 
here (Magnavita & Heponiemi, 2012; Rhéaume, Clément & LeBel, 2011). This approach was 
necessitated because no identifying information was sought from survey respondents to 
protect their anonymity. 
Finally, independent t-tests were used to assess for differences in dependent variables 
between towns when service provision was established in one town only, and measures were 
taken within the same temporal period; this allowed us to assess if potential changes in 
measures were due to the introduction of the new services, or simply due to attitudinal 
changes at a national level. All analyses were carried out using SPSS v.22. 
 
Results 
Descriptive statistics and Pearson’s correlation coefficients for study variables are 
displayed in Table 1. As expected based on prior research, public stigma was positively 
related to self-stigma, and both were negatively associated with attitudes towards professional 
help-seeking. All variables were also associated with time (self- and public stigma, 
negatively; attitudes, positively), and attitudes towards seeking help and public stigma were 
associated with town, with lower public stigma, but also less positive attitudes towards 
seeking help evident in Town 1. None of our study variables were associated with age, but 
there was a significant relationship between gender and attitudes towards seeking help, with 
slightly more positive attitudes noted amongst males.   
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The first multilevel model included self-stigma as the dependent variable, with time 
as a fixed factor, and no random factor specified. This showed that time had a significant 
effect on self-stigma, F(1,1074) = 397.06, p < .001, with significantly lower scores at Time 2 
(M = 23.56 , SD = 6.62) compared to Time 1 (M = 30.85, SD = 5.27), Estimate = 7.28, SE = 
.37, t = 19.93, 95% CI [6.57:8.00]. When town was added to the model as a random factor, 
self-stigma levels were similar across the two towns, Estimate = .26, SE = .29, Wald Z = .91, 
p = .37, 95% CI [.03:2.28], and time remained a significant predictor of self-stigma levels, 
F(1, 3.77) = 131.94, p < .001. Further, the fit of the model based on the -2 log-likelihood 
(fixed factor only: 6830.91, random intercept added: 6827.63) did not improve significantly 
(3.18 < 9.21 at p < .01). A third variation of the model including a random slope was found to 
be redundant with a covariance estimate of zero, suggesting that the data does not have a 
hierarchical nature, and the effect of time on self-stigma does not differ across towns. 
 A univariate ANOVA with 2 between-subject factors, time (Time 1, Time 2), and 
town (Town 1, Town 2), was used to further explore and verify findings from the multilevel 
model. A significant main effect of both town, F(1,1070), = 11.67, p = .001, ηp
2 = .01, and 
time, F(1,1070) = 369.90, p < .001. ηp
2 = .26, on self-stigma were noted, but with a notably 
larger effect size for the latter. Across the entire sample, and within each town, self-stigma of 
seeking help was significantly higher at Time 1, and in Town 1 (see Table 1, Figure 1a). The 
interaction between town and time was not reliable, F(1,1070) = .34, p = .56. ηp
2 < .001.  
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Table 1. Descriptive statistics and inter-correlations for study variables 
Variable Time 1 Time 2 Total Pearson’s r 
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-.02 -.56** -.13** - - - 
5. Gender - - - - - - - - - -.06 .06 .02 -.07*   
6. Time - - - - - - - - - .02 -.52** -.15** .47** -.04  
7. Town - - - - - - - - - -.15** -.09** .08* .04 .06 .01 
Note. *p < .05 ** p < .01  
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The same procedure was followed with public stigma as the dependant variable. A 
linear mixed model with time as the fixed factor and no random factor specified showed a 
significant effect of time on public stigma, with levels of stigma higher at Time 1 (M = 3.58, 
SD = .92) than at Time 2 (M = 3.30, SD = .87), F(1074) = 24.05, p < .001, Estimate = .28, SE 
= .06, p < .001, 95% CI [.16:.39]. When town was added to the model as random factor, the 
intercept was not significant, Estimate: .005, SE = .006, Wald Z =.94, p = .35, 95% CI 
[<.001:.04]. Time remained a significant predictor of public stigma, F(1, 4.60) = 7.43, p = 
.04, and the change in the -2LL was not significant at the p < .01 level (2719.01 - 2715.50 =   
3.51, 3.51 < 9.21). When a third variation of the model was computed with a random slope 
included, time was no longer a significant predictor of public stigma, F (1, 1.87) = 7.48, p = 
.12. However, the estimate for the random slope was not significant, Estimate = .005, SE = 
.009, Wald Z = .60, p = .55, 95% CI [<.001:.15], and there was no change in the -2LL from 
the previous version, meaning that the effect of time on public stigma does not differ across 
towns. 
As with self-stigma, a univariate ANOVA was employed with public stigma as the 
dependant variable to further explore our hypothesis. This revealed a significant main effect 
of both time (F(1,1070) = 17.25, p < .001, ηp
2 = .02) and town (F(1,1070) = 4.25, p = .04, ηp
2 
= .004), with levels of public stigma significantly higher at Time 1 and in Town 2 (see Table 
1, Figure 1b). The interaction between time and town was also significant, F(1,1070) = 4.20, 
p = .04, ηp
2 = .004. Simple effects analysis showed that whilst public stigma was significantly 
lower at Time 2 compared to Time 1 in Town 2, F(1,1070) = 25.86, p < .001, ηp
2 = .03, this 
difference was not significant in Town 1, F(1,1070) = 1.76, p = .19, ηp
2 = .002. 
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Figure 1. Temporal representation of scores for (a) self-stigma, (b) public stigma, and (c) attitudes towards seeking professional help before and 
after community-based mental health service provision was introduced in two different towns, * p < .05, ** p < .001 
Key: i: Time 1, Town 1; ii: Time 2, Town 1; Time 1, Town 2; iii: Time 2, Town 2 (temporal timeline). A: Difference in scores between Time 1 
and Time 2 measurements in Town 1; B: Difference in scores between Time 1 and Time 2 measurements in Town 2.  C: Difference between 
scores in Town 1 and Town 2 at Time 1 measurements; D: Difference between scores in Town 1 and Town 2 at Time 2 measurements. E: 
Difference between scores at Town 1, Time 2, and Time 2, Town 1; i.e., after service provision had been introduced in Town 1, but before it was 



















































       
  
The above procedure was employed for a third time with attitudes towards seeking 
help as the dependent variable. A linear mixed model with time as the fixed factor and no 
random factor specified showed a significant effect of time on attitudes, F(1, 1074) = 305.66, 
p < .001. Attitudes at Time 2 (M = 30.86, SD = 5.33) were significantly more positive than at 
Time 1 (M = 24.06, SD = 6.68), Estimate = 6.80, SE = .39, p < .001, 95% CI [-7.56: -6.04]. 
When a random intercept was included by adding town to the model, the effect of time on 
attitudes remained significant, F(1,1074) = 305.66, p < .001. As the estimate for the random 
intercept was zero effect sizes were not calculated, meaning there was no notable variation in 
attitudes across the two towns, again showing that the effect of time on help-seeking attitudes 
did not differ across towns. 
A univariate ANOVA echoed findings from the multilevel model with a main effect 
of time, F(1, 1070) = 287.24, p < .001, ηp
2 = .21, but not of town, F(1, 1070) = 1.58, p = .21, 
ηp
2 = .001, on attitudes towards help-seeking. Attitudes were significantly more positive at 
Time 2, after the mental health services had been introduced, than at Time 1 across the entire 
sample and within each town (see Figure 1c). The interaction between time and town was not 
significant, F(1,1070) = .004, p = .95, ηp2 < .001.  
These analyses showed that self-stigma, public stigma and attitudes towards 
professional help-seeking improved over time with the introduction of mental health services 
in the towns. However, this effect could be attributed to attitudinal changes at a national 
level. In order to check this, independent t-tests were used to assess for differences in all 
measures, at a common temporal point where services had thus far been introduced in only 
one of the towns, i.e. Time 2 in Town 1, and Time 1 in Town 2. Significant differences were 
noted for all study variables, with lower levels of self-stigma, t(561) = 10.84, p < .001, and 
public stigma, t(561) = 4.44, p < .001, and more positive attitudes towards help-seeking, 
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t(561) = 10.30, p < .001, evident amongst participants residing in Town 1 when compared to 
Town 2 at the same time point.  In other words, the changes demonstrated in town 1 cannot 
be said to be related to some wider change in attitudes to mental health provision. This 
finding was evident across all three measures. 
 
Discussion 
The current study demonstrates that the introduction of locally-administered services 
may help to shift norms and attitudes around help-seeking behaviour.  This work is the first 
study to offer evidence in support of WHO recommendation that community-based services 
are more effective and lessen social exclusion of those affected by mental ill health. A 
community-based approach can be viewed as a welcome addition to hospital-based 
alternatives. Not only do such services have the benefit of being easily-accessible and allow 
for treatment in a familiar environment, they also appear to reduce the stigma of help seeking 
and mental health issues. Specifically, we found that after community-based services were 
introduced in an area, there was significantly lower self-stigma and public stigma 
surrounding the use of such services amongst local residents in comparison to scores noted 
amongst a sample of community respondents prior to the arrival of such services, whilst 
attitudes towards seeking professional help were significantly more positive. As all measures 
have previously been shown to strongly influence future help-seeking behaviour (Vogel et al., 
2007), the reduction of this substantial attitudinal barrier to professional help is an important 
component of successful service provision. 
Whilst the introduction of community-based services in our two locations of interest 
positively impacted on all study measures, this influence was not equal. The difference in 
both attitudes towards help-seeking and self-stigma from Time 1 to Time 2 yielded a large 
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effect size, whilst the difference in perceived public stigma was substantially less, with a 
significant difference evident in only one of our two towns. This might reflect the difficulties 
of community provision associated with lingering public stigma towards those with mental 
issues-health, who may be considered dangerous or threatening by some (Corrigan, 2004b). 
Given the sometimes negative media coverage and controversies associated with community 
care, people can be resistant to the introduction of services that may attract such “dangerous” 
individuals to their neighbourhood (Berzins et al, 2003; Corrigan, 2004b).  It is therefore 
likely that a longer time frame may be required to facilitate change in public perceptions as 
greater change necessitates a reimagining of representations of those affected by mental 
health problems at a national level. Nonetheless should levels of self-stigma be reduced as 
this current study suggests, such changes are to be welcomed as they are a stronger predictor 
of utilisation of mental-health services (Gulliver et al., 2010; Corrigan, 2004a). 
Future Research 
The presence and visibility of a local, community-based service may help to shift 
norms around treatment for mental ill-health, to something that is not unusual or reserved for 
those with serious psychiatric issues, but part of the community fabric and more akin to 
vising a dentist or a general practitioner. This is something that should be explored in future 
research, and could benefit from a qualitative approach. Future research should also establish 
if the noted reduction in stigma and more positive attitudes towards mental-ill health is 
reflected in uptake of available services, and if greater changes in public stigma can be 
observed should imagined social problems remain absent after these services have been in 
place for a longer period of time.  
In terms of limitations, future research should address a shortcoming in the current 
study in that it is not truly longitudinal. Although this study demonstrated that our measures 
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of interest differed between the two measurement occasions, it employed a different 
participant sample on each occasion. For these reasons, the findings we report do not 
demonstrate causality, and we cannot objectively conclude that the differences in scores can 
be attributed to the arrival of these services in the locality. Further, although a common 
temporal measurement point was employed where community-based services had been 
introduced in only one town, and this helped with concerns that attitudinal shift at a national 
level was responsible for noted differences in study measures, it cannot either be stated that 
the introduction of these services were the sole reason for such change. In order to alleviate 
such concerns, a control town that receives no additional services should be employed in 
future studies. A final limitation of the current study relates the sampling procedure. Whilst 
efforts were made to recruit a wide range of individuals from across the age range by utilising 
a combination of different recruitment strategies (i.e., online, in-person), our final sample still 
represents a self-selected convenience sample that may not be representative of our target 
population. Indeed, selection bias in that only those interested in the topic of the study may 
have participated is a concern, as is the fact that participants recruited in-person were drawn 
from visitors to a shopping centre on a weekday morning/afternoon, and so may differed in 
terms of occupational status and age.  
Conclusions 
In conclusion, the current study suggests that the introduction of local, community-
based services may help to reduce stigma around mental ill-health and promote positive 
attitudes towards help-seeking. Although the authors acknowledge that hospital-based 
treatment continues to serve a vital purpose, the stigma surrounding such treatment can act as 
a deterrent to help-seeking behaviour. Community-based mental healthcare therefore serves 
an important function not only of not only providing an accessible treatment option where 
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people can remain in familiar environs, but also ensures those who may otherwise have 
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Darkness into light? Identification with the crowd at a suicide prevention fundraiser promotes 
well-being amongst participants. 
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Abstract 
Suicide is recognised to be subject to social contagion, with an elevated risk of adverse 
outcomes amongst those affected. Drawing upon research within the social identity approach, 
we hypothesised that, for those bereaved by suicide, identifying with similar others could 
provide ‘a social cure’. A large cross-sectional study and a longitudinal study were carried 
out at a charity fundraiser for suicide prevention, with participants completing an online 
survey before and after the event. Results showed that, for those who lost someone they knew 
(Study 1) or a family member (Study 2) to suicide, there was a significant increase in 
psychological well-being after the event. This was mediated by identification with the crowd. 
These findings demonstrate that collective participation in a suicide awareness event can be 
an effective social intervention for those bereaved by suicide in terms of psychological well-




       
  
Darkness into Light? Identification with the crowd at a suicide prevention fundraiser 
promotes well-being amongst participants 
With an estimated 800,000 lives lost each year, suicide represents a major global 
health issue (WHO, 2014). But startling enough as this figure is, the ramifications of each 
death means that this number represents only a fraction of those affected by suicide; its 
negative effects are much more far reaching. Suicide risk is acknowledged to be impacted by 
social contagion, meaning that risk of future suicide and suicidal behaviours amongst those 
bereaved by suicide is a particular worry (Pitman, Osborn, Rantell & King, 2016). This 
finding suggests that suicide risk passes through social networks, implicating social identity 
factors such as identification with those affected by suicide and altered social support. 
However, whilst knowing someone who died by suicide is undoubtedly a traumatic 
experience and can be thought of as a social disadvantage, it is also possible that social 
identity factors can facilitate ‘a social cure’ for those affected.  In this study we will explore 
this issue by focusing on the impact of collective participation in an event designed to raise 
awareness around suicide and consequent identification with others affected by suicide on 
participants’ well-being.  
Our current hypotheses are based on the social identity approach (Tajfel & Turner, 
1979; Turner, Hogg, Oakes, Reicher & Wetherell, 1987) which highlights the fact that we do 
not exist in isolation. Rather through memberships of social groups we obtain a sense of 
belonging, stability, meaning and/or purpose in everyday life. These memberships are 
internalised and contribute to our sense of self, and are referred to as social identities 
(Haslam, Jetten, Postmes & Haslam, 2009; Tajfel, 1972).  Haslam and colleagues (2009) 
articulate the psychological and physical health benefits of these memberships as being a 
form of ‘social cure’. Research demonstrating the benefits of social identification extends 
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from reducing depression (Cruwys, South, Greenaway & Haslam, 2014), protecting against 
stress (Häusser, Kattenstroth, van Dick, & Mojzisch, 2012; Gallagher, Meaney & Muldoon, 
2014 ), improving health behaviours (Haslam et al., 2009), and dealing with dementia, brain 
injury and strokes (Clare, Rowlands & Quin, 2008; Haslam et al., 2008; Walsh, Muldoon, 
Gallagher & Fortune, 2015). Notably, social identification has also been shown to aid 
recovery from a wide range of traumatic experiences including the Sivas Massacre in Turkey 
(Yildiz & Verkuyten, 2011), political violence in Northern Ireland (Muldoon & Downes, 
2007) and homelessness (Thomas, Gray, McGinty & Ebringer, 2011). 
To gain from a social identity, we must view ourselves as a part of a social group. 
This does not necessarily have to be a tight-knit group composed of family or friends.  Social 
identification and group processes can be central to experiences in crowds (Reicher, 2001). 
Even at very large and diverse collective events that share a distal social identity, there can be 
a strong sense of unity (O’Donnell et al., 2016).  As Alnabulsi and Drury (2014) explain, 
sharing a social identity with others in a crowd – that is, recognising crowd members as 
similar others that are a part of their in-group, as “us” rather than “them” – has been shown to 
have affective consequences and result in greater perceived social support from others in the 
crowd (Drury & Reicher, 2005).  This sense of shared social relationships may well be the 
basis for the documented improvements in health.  For example, a programme of research by 
Hopkins and colleagues has demonstrated that those who participate in the mass gatherings 
known as the Mela show improvements in well-being over time (Tewari, Khan, Hopkins, 
Srinivasan, & Reicher 2012).  This can be explained through the identity framing of the 
crowd’s experience of the event, which facilitates both social support and the positive 
interpretation of the difficult conditions endured (Pandey, Stevenson, Shankar, Hopkins & 
Reicher, 2014)   
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In this study we focus on the shared identification of those participating in Darkness 
into Light (DIL), a large annual fundraiser for an Irish suicide prevention charity. We hope to 
replicate and extend findings from the social identity approach by testing the hypothesis that, 
for those who identity strongly with other participants at the event, there are potential benefits 
for psychological well-being. This would not only reaffirm that social identification can 
impact well-being within crowds, but also extend evidence of ‘a social cure’ to those affected 
by suicide.  
Suicide is an issue that has impacted many people in Ireland and western nations more 
generally in recent years. A declining trend in the Irish national suicide rate reversed in 2008 
to coincide with a major national and global economic downturn (Corcoran, Griffin, 
Arensman, Fitzgerald & Perry, 2015). By the end of 2012 the male suicide rate was an 
estimated 57% higher than if the pre-recession trend had continued (Corcoran et al., 2015). 
Although overall suicide rates have now stabilised, the suicide rates amongst young people in 
Ireland remain amongst the highest levels in Europe (NOSP, 2015). It is not coincidental then 
that DIL has turned into something of an Irish national phenomenon over the same period. 
This event has thrived since its inception in 2009, with over 100,000 people at 80 locations in 
Ireland and amongst Irish diaspora communities rising at 4am to walk/run five kilometres as 
dawn breaks. With such mass participation, DIL serves as a very effective fundraiser but it is 
also a collective event aimed at raising suicide awareness. With this communal purpose the 
event is an ideal substrate for the creation of a sense of shared social identification, 
particularly given that commentary from past DIL participants in local and national media 
suggests that many individuals who choose to participate in DIL have been directly affected 
by suicide (e.g. Kenny, 2016). 
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Individuals who have experienced the loss of a loved one due to suicide represent a 
unique type of the bereaved. The death of a close other as a result of suicide has been heavily 
linked to a sense of guilt, shame, stigma, and a lack of understanding (Miles & Demi, 1992; 
Grad & Zavasnik, 1996; Shneidman, 1996; Jordan, 2001; Peters, Cunningham, Murphy & 
Jackson, 2016). Many of these are socially-based emotions meaning that bereavement by 
suicide can culminate in a strong sense of isolation and lack of belonging. Further, suicide is 
commonly viewed as an essentially private or individualised issue (Biddle, 2003), and many 
of those left behind are often excluded from the support and help traditionally afforded to 
those who have experienced the loss of a loved one (Spino, Kameg, Cline, Terhorst & 
Mitchell, 2016).  In this way we argue that available identity resources are profoundly related 
to suicide bereavement.  
Wertheimer (2013) suggests that one strategy for combatting the shame associated 
with a stigmatised identity is to seek out and identify with others who have had a similar 
experience, as it may offer a sense of belonging. DIL therefore serves an important purpose 
of uniting those who may otherwise have been isolated in their grief. Attending a large crowd 
event and realising that there is a large group of similar others with whom one can identify 
may offer a very accessible way for this isolated and silenced group to feel a sense of 
belonging. Research demonstrates that when the group that we are a part of is stigmatised or 
marginalised, a shared identity can help protect against negative consequences (Schmitt, 
Branscombe, Postmes & Garcia, 2014). Group identification can reduce isolation and help us 
to cope with prejudice, stigma and rejection of negative stereotypes by emphasising that 
which is shared with other group members (Schmitt, et al., 20014). It can buffer against 
threats to our well-being (Schmid & Muldoon, 2015); allow us to harness psychological 
resources necessary to cope with the negative consequences of being a member of a devalued 
group (Bradshaw, Jay, McNamara, Stevenson & Muldoon, 2016) and provide a platform for 
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emotional bonding and the giving and receiving of social support (Haslam et al., 2009; Iyer, 
Jetten, Tsivrikos, Postmes & Haslam, 2009). In this way identity processes can be seen to off-
set some of the consequences of negative experiences and positively impact psychological 
well-being (Haslam et al., 2009). 
It is due to the stigmatised or devalued identity of those bereaved by suicide that 
participants in DIL can be set apart from those partaking in other events. We recognise that it 
is by no means novel to suggest that involvement with charity events or indeed participation 
in sporting events may have a positive impact. Older adults, for example, who engaged in 
more hours of volunteering reported higher levels of well-being (Morrow-Howell, 
Hinterlong, Rozario & Tang, 2003), whilst sports participation was shown to have a positive 
effect upon the subjective well‐being of participants in a large-scale survey in the UK 
(Downward & Rasciute, 2011). In the current study, however, we suggest that participation 
benefits of DIL may differ amongst those taking part. As outlined above, DIL serves as a 
unique way in which to unite those bereaved by suicide; a loss shared by many, but not all, 
DIL participants. Here we propose then, orienting as we do to the value of crowd 
identification as a social cure, that those bereaved by suicide are those most likely to benefit 
from participation. This is because the solidarity offered by the crowd is directly linked to 
support for those affected by suicide. We suggest that, for those bereaved by suicide, 
experiencing the collective participation at DIL by others who have suffered a similar loss 
may result in a more meaningful shared social identification than that experienced by crowd 
members who have not had such a loss. This, in turn, may lead to such individuals 
demonstrating the greatest relative increases in psychological well-being.   
The measure of well-being that will be examined in the current study is positive 
affect. Not only is this the emotional component of subjective psychological well-being 
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(Diener, 1984), research has also shown that experiencing positive affect triggers an upwards 
spiral towards overall emotional well-being and improves coping (Fredrickson & Joiner, 
2002). As we are interested in whether potential changes in positive affect are influenced by a 
sense of identification with others taking part in the event due to a common experience of 
loss, past exposure to suicide will be a key variable of interest. Two studies are carried out in 
order to assess the impact of participation in DIL. Study 1 investigates our hypotheses (H1), 
that there is an effect of participation on positive affect, and, second (H2), that this differs 
based on exposure to suicide. For the purpose of this first study, exposure is conceptualised 
broadly as knowing someone who died by suicide. We expect that the greatest changes in 
positive affect will be visible in those who knew somebody that died by suicide. Study 2 
replicates and expands upon Study 1 in a longitudinal sample, where our measure of exposure 
to suicide is more specific and discriminates between those who have lost an immediate 
family member, any other person, and those who did not know someone that died by suicide. 
This allows us to determine if, as expected, those who have been most closely impacted by 
the suicide of a loved one will demonstrate the greatest relative changes in positive affect. 
This study also tests our hypothesis (H3) that changes in positive affect are predicted by 
identification with others in the crowd at DIL. 
 
Study 1 
 The purpose of our first study was to ascertain whether or not collective participation 
in an event designed to raise awareness around suicide has an effect on individual well-being, 
and how this may be impacted by the participant knowing someone who died by suicide. This 
was achieved by comparing scores on a measure of well-being before and after participants 
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Individuals who planned to take part/took part in DIL 2015 were invited to participate 
on two occasions; before the event took place (Time 1) and immediately afterward (Time 2). 
Participation at Time 1 was possible from when online registration for the event went live 
(two months before the event) up until one day before the event, with the majority of 
responses collected in the two weeks preceding DIL (the mean response date was 9 days 
beforehand). Participation at Time 2 was possible only on the day that DIL took place (7am – 
midnight). Individuals who completed the survey at either of these time points comprise the 
sample for Study 1. In total, 2162 individuals clicked on the link to the study at Time 1. 
Participants were free to discontinue participation at any time throughout the survey and, as is 
the case in the majority of online surveys, a steady dropout rate was evident as the survey 
progressed. This resulted in a total of 1780 participants who completed all of the survey. 
Participant age ranged from 18 to 80 (M = 37.54, SD = 11.36), the vast majority of whom 
were female (n = 1588, representing 89.2% of the sample), which also reflects the gender 
distribution of the DIL 2015 population. Participation at Time 2 was slightly higher, with 
2541 individuals clicking on the link in the first instance, and 2050 responding to all 
questions in the survey. Individuals who indicated at Time 2 that they had completed the 
survey at Time 1, but had not provided identifying information so responses could be 
matched were removed from the sample so that the assumption of independence would not be 
violated in the analysis (n = 87). Participant age at Time 2 ranged from 18 to 75 (M = 37.41, 
SD= 11.12), again with a much higher concentration of female respondents (n = 1828 / 
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89.2%). Amongst the entire study sample, 79% of participants indicated that their primary 
reason for taking part in DIL was directly related to the issue of suicide (to raise awareness = 
30%; to remember somebody who had died = 28%; to provide hope to those struggling with 
this issue = 21%). This study received full approval from the Education and Health Sciences 
Research Ethics Committee at the University of Limerick (2014_06_26_EHS) 
Measures 
 Exposure to suicide. Exposure to suicide was measured using a single dichotomous 
question, “Do you know somebody who has died by suicide” with a Yes/No answer format. 
Responses were coded as No = 0, Yes = 1. 
Positive affect. Positive affect was measured using the positive affect items of the 
International Positive and Negative Affect Schedule Short Form (PANAS; Thompson, 2007). 
This is an internationally validated scale with excellent psychometric properties designed to 
measure the two dimensions of mood, positive and negative. Although there is continued 
debate over whether these two dimensions are in fact completely orthogonal, researchers are 
increasingly in agreement that one is not the opposite of the other and they should therefore 
be treated as septate entities for analytic purposes (Thompson, 2007; Terracciano, McCrae & 
Costa, 2003). In this study, we were interested in whether taking part in DIL resulted in an 
increase in well-being, with the emotional component of subjective well-being commonly 
indicated by positive affect alone. Thus, only the positive affect factor of the scale is reported 
here (preliminary analysis on the negative affect dimension of the I-PANAS-SF was also 
conducted, but revealed no significant change in either Study 1 or Study 2. Further, there was 
no difference between negative affect scores based on exposure to suicide at either Time 1 or 
Time 2 (p > .74 for all), with the mean scores for each group falling below the mean score for 
the scale (12.73) suggested by Thompson, 2007). Participants were asked to indicate the 
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extent to which they experienced five emotion words concerned with positive affect (active, 
determined, attentive, inspired, and alert) on a 5-point Likert scale ranging from 1 (very 
slightly or not at all) to 5 (extremely). At Time 1, participants were asked to consider the 
extent to which they experienced these emotions over the past few days, whilst at Time 2 
participants were asked to consider the extent to which they experienced these emotions 
today. Scores on each of the five items were summed, with higher scores representing greater 
positive affect. Cronbach’s α’s were .83 and .82 for Time 1 and Time 2 respectively. 
Procedure 
 Individuals taking part in Pieta House’s DIL event at any of their 80 designated 
locations in 2015 were invited to participate online via advertisements on social media 
(Twitter and Facebook) and through a link to the survey on the online registration page for 
DIL. Participation involved completing an online study consisting of a battery of 
questionnaires administered by a web-based interface, SurveyMonkey. 
Upon clicking on the link to the online survey, participants were directed to the first 
page which outlined the study information and contained screening questions related to the 
inclusion criteria. These were that the individual was over the age of 18 and planning to take 
part/took part in DIL 2015. In total, the survey took less than 10 minutes to complete, at the 
end of which they were thanked and provided with contact details for support services should 
they be required. No compensation was offered for participation. Following data collection, 
all analyses were carried out using IBM SPSS Statistics Version 22. 
Results and Discussion 
Preliminary analysis using Pearson’s correlations revealed no significant correlation 
between either gender or age and positive affect at Time 1 or Time 2 (p > .11 for all, see 
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Table 1), so these variables were not included in further analyses. A univariate analysis of 
variance revealed no significant difference in levels of positive affect at Time 1 for different 
levels of exposure to suicide (F(1)  =.03, p = .86). 
Table 1. Pearson’s correlation coefficients for Study 1 and Study 2 variables. 
Note. * p < .05. ** p < .01 (two-tailed). 
 
A univariate analysis of variance was again used in the main analyses, with time and 
exposure to suicide as between-subject factors and positive affect as the dependent variable. 
This revealed that whilst neither the main effect of exposure to suicide (F(1) = .83, p = .36) 
nor the interaction between exposure to suicide and time were significant (F(1) = 1.37, p = 
.24), there was a significant main effect of time. Levels of positive affect (total M = 16.00, SD 
= 4.54) were significantly higher amongst DIL participants at  Time 2 (M = 16.26, SD = 4.60) 
than at Time 1 (M = 15.60, SD = 4.44), F(1) = 6.58, p = .01, Planned comparisons based on 
exposure to suicide revealed that when looking only at those who did not know somebody 
who had died by suicide, there was no significant difference in positive affect from Time 1 (n 
Study 1 (N = 3830)  1 2 3   
1. Age      
2. Gender -.056**     
3. Positive affect .03 .01    
4. Exposure to suicide .07** .01 .02   
Study 2 (N = 121) 1 2 3 4 5 
1. Age      
2. Gender -.20*     
3. T1 positive affect .14 .07    
4. T2 positive affect .15 .12 .54**   
5. Exposure to suicide 











       
  
= 248, M = 15.56, SD = 4.27) to Time 2 (n = 268, M = 15.96, SD = 4.81), t(514) = 1.00, p = 
.32, d = .09. For those who did know somebody who had died by suicide, positive affect at 
Time 2 (n = 1782, M = 16.42, SD = 4.55) was significantly higher than at Time 1 (n = 1532, 
M = 15.60, SD = 4.47), t(2845) = 5.04, p < .001, d = .18. See Figure 1.  
 
Figure 1. Study 1 mean scores for positive affect from Time 1 to Time 2 based on exposure 
to suicide with error bars representing standard error. 
 
These findings provide support for the hypotheses that positive affect, our measure of 
well-being for this study, would increase from Time 1 to Time 2 at group level (H1). Our 
sample of DIL participants showed significantly higher levels of positive affect after the 
event than those who were measured prior to the event. We further hypothesised that this 
effect would differ based on the participant’s exposure to suicide (H2), with those who knew 
somebody who had died by suicide demonstrating a greater increase in positive affect than 
those who did not know somebody who had died by suicide. Again, this hypothesis was 
supported, with significant differences in positive affect from Time 1 to Time 2 only evident 






Time 1 Time 2
No Exposure Exposure
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 These findings provide preliminary evidence that taking part in DIL provides 
participation benefits that extend beyond those of a traditional fundraiser, with a positive 
impact on individual wellbeing. Findings also provide support for the idea that this would be 
especially true for those who find the event personally meaningful, having previously been 
impacted by the suicide of a person known to them. Several limitations are present in this 
study however. The sample comprised of different participants at Time 1 and Time 2. This 
limits our ability to draw conclusions about the processes that may have contributed to the 
difference in positive affect scores at the two time points. Furthermore, because participants’ 
relationship with the person who had died by suicide was not measured at Time 1, we were 
unable to test, for example, if losing an immediate family to suicide contributed to a greater 
change in positive affect than a more distal relationship (a comparison between Study 1 Time 
2 and Study 2 Time 2 scores is outlined below in ‘Additional Analyses’). This distinction is 
particularly important given the broad way in which the question was framed, as it could 
potentially be misinterpreted to include knowing of somebody who died by suicide, rather 
than having a direct personal relationship with the individual. The need to provide further 
analysis of this measure is also prompted by the substantially larger proportion of the sample 
who indicated that they knew somebody who died by suicide, as this group had more power 
to detect significant changes. These issues are addressed in Study 2.  
 
Study 2 
Our second study aimed to replicate and extend Study 1, addressing some of the 
limitations imposed by the nature of the study sample by replacing this with a longitudinal 
sample of participants who took part in the survey on two occasions. As in Study 1 we 
wanted to test if there was a change in positive affect from Time 1 to Time 2 that differed 
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based on exposure to suicide (H2), with those who had greater exposure expected to 
demonstrate greater increases in positive affect. Our second aim was to clarify the nature of 
the processes that contributed to the change in positive affect after taking part in DIL. We 
hypothesised that identification with the crowd would partly explain this change (H3). As 
Study 1 and Study 2 are similar in nature, only methodological differences between the 
studies are outlined below. It should also be noted that participants in Study 2 took part in the 
same event and had the same experiences as participants in Study 1, meaning that the two 
studies are not entirely independent. However, for the purpose of clarity and ease of 




The sample for Study 2 comprised of participants from DIL 2015 who agreed to 
provide identifying information so that their responses could be tracked across time. This 
consisted of a total of 121 participants (109 female/90.1%) who completed all elements of the 
questionnaire at both Time 1 and Time 2, with a mean age of 41.35 (SD = 11.81, range = 18-
69) and a mean response time of 10 days between the two surveys. Study 2 participants were 
not included in analysis for Study 1.  
Measures 
Exposure to suicide. The exposure to suicide measure was slightly different in Study 
2 in that two questions were used. The first was identical to that used in Study 1 and asked 
“Do you know somebody who has died by suicide” with a dichotomous Yes/No answer 
format. The second question asked respondents who had answered “Yes” to indicate their 
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relationship with that person by choosing from a pre-defined list ranging from “child” and 
“partner” to “acquaintance” and “other”. Those who had lost more than one person to suicide 
were asked to indicate their relationship with the person whose death had the greatest impact 
on them. Responses were coded into three levels; 2 = immediate family member, 1 = other, 0 
= no exposure.  
The reason for this difference in measurement in Study 2 related to a shortcoming in 
Study 1 in that, as noted previously, we were unable to decipher the role that the relationship 
with the individual who died might have had on changes in positive affect, and also the small 
number of participants in this study who had no exposure to suicide (n = 9). Small sample 
sizes are associated with a lack of power (and the spurious identification of significant 
effects) which would have proved difficult for drawing comparisons with those who had prior 
exposure to suicide. The decision was therefore made to code the variable into the three 
levels described above.  
 Identification with the crowd. Identification with the crowd was measured at Time 
2 using a scale developed by Anabulsi and Drury (2014) to measure pilgrim’s identification 
with others on the Hajj to Mecca. This consisted of five items scored on a 7-point Likert scale 
from 1 (strongly disagree) to 7 (strongly agree), which yielded a Cronbach’s α of .88. For the 
purpose of this study the wording of two questions were altered to reflect the crowd at DIL. 
The five items were: “I feel that I am part of this crowd”; “I feel at one with the people 
around me”; “I feel a sense of togetherness with other people at Darkness into Light”; “I feel 
unity with others”; and “I feel strong ties with other people at Darkness into Light”. Scores 
on each of the five items were summed, with higher scores reflecting higher identification 
with the crowd. Cronbach’s α for this measure was .97. 
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Analytic Procedure 
 Following preliminary analysis, an analysis of variance (ANOVA) was conducted to 
determine if there was a difference in positive affect from Time 1 to Time 2. As Study 1 
found that changes in positive affect differed for those with differing levels of exposure to 
suicide, this was included in the model as a between-subjects factor with three levels (no 
exposure, family, other). This resulted in a mixed design factorial ANOVA with time (Time 1 
vs. Time 2) as the within-subjects factor. Planned comparisons using simple effects analyses 
were conducted to establish if, as in Study 1, only those with exposure to suicide would 
demonstrate significant changes in positive affect from Time 1 to Time 2. 
In addition, a mediation analysis using the PROCESS macro v2.15 developed by 
Hayes (2012) was used to determine if the relationship between positive affect at Time 1 and 
Time 2 was mediated by identification with the crowd. This was conducted using SPSS with 
an estimate of the indirect effect obtained by running 5000 iterations of computed samples 
using the bootstrapping procedure with 95% confidence intervals.  
 
Results and Discussion 
Preliminary Analysis 
Preliminary analysis using Pearson’s correlations revealed no significant correlation 
between either gender or age and positive affect at Time 1 or Time 2 (p > .09 for all, see 
Table 1), so these were excluded from the main analyses. Univariate ANOVAs revealed no 
difference in positive affect at Time 1 between the three levels of exposure to suicide, F(2, 
118) = 1.01, p = .34, and whilst identification with the crowd was higher in those who had 
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lost an immediate family member to suicide than either of the other two levels, again this 
difference was not significant, F(2, 118) = .86, p = .43. For descriptive statistics see Table 2. 
 
Table 2. Study 2 descriptive statistics for positive affect and identification with the crowd for 
each level of exposure to suicide. 
  
N 
Time 1 Time 2 
M SD M SD 
Positive affect 
      Total 
0. No exposure 
1. Other 
2. Family member 
Identification with the crowd 
      Total 
0. No exposure 
1. Other 










































Analysis of Variance 
 A 2 × 3 mixed-design factorial ANOVA was conducted to assess for changes in 
positive affect with Time (Time 1 vs. Time 2) as the within-subjects factor and exposure to 
suicide (no exposure, family, other) as the between-subjects factor. It was found that whilst 
neither of the main effects of time (F(1, 118) = 1.35, p = .25) nor exposure to suicide (F(2, 
118) = .52, p = .60) were significant, the interaction between time and exposure to suicide 
was significant(F(2,118) = 3.34, p = .04, ηp² = .05). Simple effects analyses revealed a 
significant increase in positive affect from Time 1 to Time 2 for those who had lost an 
immediate family member to suicide F(1,118) = 9.44, p < .01, ηp² = .07. For those who lost 
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somebody other than a family member the increase in positive affect was not significant (F(1, 
118) = .45, p = .50), whilst those who had no prior exposure to suicide displayed a decrease 
in positive affect, but again this was not significant, F(1,118) = .33, p = .57. See Figure 2. 
 
Figure 2. Study 2 mean scores for positive affect from Time 1 to Time 2 based on exposure 
to suicide with error bars representing standard error. 
Mediation Analysis 
The direct effect of Time 1 positive affect on Time 2 positive affect was significant, 
with higher levels of positive affect at Time 1 predicting increased positive affect at Time 2; 
this remained significant once identification with the crowd was added to the model. 
However, the indirect effect of Time 1 positive affect on Time 2 positive affect through 
identification with the crowd was also significant, with greater identification with the crowd 
also predicting higher levels of positive affect at Time 2. This suggests that the relationship is 
mediated by identification with the crowd. Together, Time 1 positive affect and identification 
with the crowd explained 36% of the variance in positive affect at Time 2, an increase in 6% 
compared to Time 1 positive affect alone. See Table 3 for parameter estimates, and Figure 3 







Time 1 Time 2
 No exposure Yes, Family Yes, Other
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Table 3. Parameter estimates of the model examining the mediating role of identification with 
the crowd in the relationship between positive affect at Time 1 and Time 2. 
 Estimate SE P CI (lower) CI (upper) 
Model without mediator      
Intercept 7.96 1.26 < .001 5.46 10.46 
T1PA  T2PA (c) .54 .08 < .001 .39 .70 
R2 (y,x) .30     
Model with mediator      
Intercept 4.10 1.67 .02 .79 7.42 
IdC as outcome variable      
T1PA  IdC (a) .34 .14 .02 .05 .62 
R2 (m,x) .04     
T2PA as outcome variable     
IdC  T2PA (b) .15 .05 .001 .06 .25 
T1PA T2PA (c’) .49 .08 < .001 .34 .64 
Indirect effect (a x b) .05 .03  .01 .13 
R2 (y,m,x) .36     
 
Note: Regression weights for a, b, c and c’ are illustrated in Figure 3. R2(m, x) is the 
proportion of variance explained by x, R2 (y,m,x) is the proportion of variance explained by x 
and m. The 95% CI for a x b is obtained from the bias-corrected bootstrap with 5000 
resamples. T1PA (Time 1 positive affect) is the predictor variable (x), IdC (Identification with 
the Crowd) is the mediator (m) and T2PA (Time 2 positive affect) is the outcome variable (y). 
CI (lower) is the lowerbound of 95% confidence interval, CI (upper) is the upperbound of 
95% confidence interval. 
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Figure 3. Study 2: Mediation of identification with the crowd on the relationship between 
positive affect at Time 1 and Time 2. The c pathway refers to the direct effect of x on y, 
whilst the c’ pathway refers to the indirect effect of x on y through the mediator, m. 
Additional Analyses 
In order to determine whether the patterns reported in Study 1 Time 2 (where, as in 
Study 2, exposure to suicide was measured using three levels: no exposure, family, and other) 
were similar to those in Study 2 Time 2, additional analyses were carried out. An independent 
t-test with revealed no significant differences in positive affect scores for the total sample of 
Study 1 Time 2 and Study 2 Time 2 (t(2169 = .45, p = .66, d = .04). Planned comparisons 
based on exposure to suicide again revealed no significant differences between the two 
samples for those who had lost an immediate family member to suicide (t(272) = 1.00, p = 
.32, d = .21), those who had lost any other person (t(1618) = .03, p = .96, d < .01), and those 
who did not know somebody who had died by suicide (t(275) = .78, p = .43, d = .23). For 
descriptive statistics see Table 4. The only notable difference between the two samples is that 
a greater proportion of the Study 2 sample comprised of individuals who has lost an 
immediate family member to suicide - suggesting that these individuals had greater 
motivation to complete the longitudinal study – whilst Study 1 had a greater representation of 








a = .34, 95% CI [.05:.62] b = .15, 95% CI [.06:.25] 
Time 1 positive 
affect (x) 
Time 2 positive 
affect (y) 
Identification with 
the crowd (m) 
c’ = .49, 95% CI [.34:.64] 
c = .54, 95% CI [.39:.79] 
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Table 4. Descriptive statistics for positive affect scores at Time 2 in both Study 1 and Study 
2, based on exposure to suicide. 
 
Study 2 Discussion 
 Results from Study 2 confirmed our findings from Study 1, with a longitudinal 
sample.  A significant increase in positive affect from Time 1 to Time 2 was apparent in 
participants that reported they had been impacted by the suicide of an immediate family 
member. The increase in positive affect amongst participants who had lost any other person 
to suicide was not significant, nor was the decrease in positive affect demonstrated by those 
who did not know somebody who had died by suicide. This provides support for the idea that 
taking part in DIL has a positive impact on individual well-being (H1), with the results also 
suggesting that this is only true for those who have been directly affected by suicide (H2). 
Caution should be advised in interpreting the non-significant decrease in positive affect 
amongst those with no exposure to suicide due to the very small sample size, particularly 
given that a (non-significant) increase was noted for those with no exposure to suicide in 
Study 1. 
This study also tested our third hypothesis (H3) that the change in positive affect from 
Time 1 to Time 2 would be explained by identification with the crowd. This hypothesis was 
supported, with identification with the crowd found to explain a significant proportion of the 
        
 
Total 
Exposure to suicide 
0. No exposure 
1. Other 
2. Family 
Study 1 Time 2 Study 2 Time 2 
































       
  
variance in the relationship between positive affect at Time 1 and Time 2. Those who 
experienced greater identification with the crowd at DIL displayed increased positive affect at 
Time 2 (after taking part in the event). As the combination of positive affect at Time 1 and 
identification with the crowd explain only 36% of the variance in Time 2 positive affect, this 




The findings of this study show that collective participation in an event focused on 
suicide awareness positively impacted the well-being of participants. As expected, this was 
particularly true for those who have been affected by suicide, with Study 1 showing 
significant increases only in those who knew somebody who had died by suicide. Study 2 
expanded upon this, revealing that those who have been most closely impacted (experienced 
the loss of an immediate family member) demonstrated significant increases in well-being. 
Our second study also revealed that, as we had predicted, the change in well-being amongst 
DIL participants could be partly explained by identification with the crowd at the event. 
These findings suggest that, for individuals who have been closely impacted by suicide, 
attending a collective event and identifying with others who have had a similar experience 
can enhance well-being. 
Theoretical and Practical Implications. 
In terms of theory, the current study extends evidence of the beneficial nature of 
social identification in a number of ways. First, by demonstrating its value for those bereaved 
by suicide; second, by reiterating the role of social identification in recovery from traumatic 
138 
       
  
experiences; and third, by showing how crowd situations can have a positive impact, as 
identification with a crowd in a common cause (in this case suicide awareness, remembrance 
and fundraising) contributes to a change in well-being. Mass gatherings and crowds have 
often had negative connotations, being associated with protest, unrest, health risks and 
occasionally violence. This research however adds to previous findings within the social 
identity approach showing that being part of a crowd, and importantly sharing a social 
identification with members in the crowd, can also have many positive psychological 
implications that include increases in perceived safety (Alnabulsi & Drury, 2014), 
expectations of social support (Drury & Reicher, 1999) and increased trust of others in the 
crowd which in turn can enhance collective coping (Drury, Novelli, Stott, 2015). In 
particular, this study extends research demonstrating that identifying with a crowd can result 
in improved physical well-being and self-reported measures of health (Tewari et al., 2012; 
Khan et al., 2014) but is novel in that it provides evidence that having a personal connection 
with the cause or reason why that crowd has assembled may be crucial to this effect.  
 In terms of practical implications, this study has particular relevance for the suicide 
bereaved. As noted previously, this is a recognised at-risk group for future suicidal 
behaviours, with research showing that people bereaved by the suicide of a friend or family 
member have a 1 in 10 risk of a future suicide attempt, significantly higher than if they were 
bereaved due to other causes (Pitman et al., 2016). The negative outcomes also extend to the 
workplace where impaired occupational functioning is evident, with those bereaved by 
suicide 80% more likely to drop out of education or work than those bereaved by a cause 
other than suicide (Pitman et al., 2016). Associating with others who have had a similar 
experience has here been shown to serve as a type of targeted intervention for such 
individuals, with significant increases in positive affect amongst those who had lost a loved 
one to suicide. When added to the findings of Fredrickson and Joiner (2002) showing that 
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experiencing positive affect can lead to an upwards spiral towards overall emotional well-
being and improve coping, it is plausible that participating in a collective event such as DIL 
may help those bereaved by suicide to cope with their loss, and provide this group affected by 
a complex loss to access ‘a social cure’. The contributory role of social identification in this 
study also supports Wertheimer’s (2013) suggestion that associating with others who have 
had a similar loss may help alleviate some of the negative emotions associated with their 
identity. Future interventions targeting those bereaved by suicide should take this into 
consideration and create situations where those who have been affected by suicide can 
support one another. Other practical implications of this study include equipping non-profit 
organisations with evidence that collective charity events may be beneficial not only as a 
fundraising initiative but also as an intervention in terms of well-being for those who have a 
personal connection with the cause. This knowledge may help charities to attract larger 
crowds to their events, which would in turn have benefits that go beyond fundraising to 
helping those who have been impacted by the designated cause.  
Limitations and Directions for Future Research 
 The current study also has limitations, one of which is being unable to pinpoint the 
precise role of social identity in contributing to the change in well-being amongst DIL 
participants. As noted in the introduction, one possible way in which social identification 
may have applied is by creating a collective environment where the social isolation 
associated with the shared stigmatised identity is reduced. A second possible way in which 
crowd identification may work to explain current findings relates to a sense of empowerment 
and collective action to address the problem of suicide felt amongst crowd members. Meta-
analytic research has demonstrated that social identity is a precursor and causal indicator of 
collective action across a wide range of contexts, with perceived efficacy and perceived 
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injustice mediating the relationship (Van Zomeren, Postmes & Spears, 2008). Suicide 
remains a relatively taboo subject in Irish society, with those who have been affected often 
perceiving stigma and shame (Peters, Cunningham, Murphy & Jackson, 2016). The lack of 
support for those affected by suicide and mental health problems in terms of service provision 
exacerbates a sense of perceived injustice (Richardson, Clarke & Fowler, 2013). DIL is an 
embodiment of collective action with large segments of the population in communities across 
Ireland and amongst the Irish diaspora coming together in an effort to drive social change 
around suicide and mental health. What is particularly notable for this study is that this 
collective action is also associated with individual well-being (Foster, 2014). Given those 
bereaved by suicide are associated with a feeling of helplessness (Grad, Clark, Dyregrov & 
Andriessen, 2004) it is plausible that experiencing collective empowerment, something that 
can be conceptualised as an outcome of collective action (Drury & Reicher, 1999), may well 
impact positive emotions (Diener & Biswas-Diener, 2005). Future research should include 
additional measures to determine causal pathways between these processes and increased 
well-being so that underlying mechanisms can be fully understood.  
Equally, social identification is only one factor contributing to observed changes in 
well-being over the period of our study. As discussed previously, partaking in exercise and 
involvement with charities have both been shown to influence psychological well-being 
(Morrow-Howell et al., 2003; Downward & Rasciute, 2011) and likely contributed to some of 
the increase evident in this study. Importantly, and strengthening our case that crowd 
solidarity promoted a social cure, neither of these factors drove increases in well-being 
amongst those not affected by suicide directly.  Given the unequal group sizes, with smaller 
samples evident in both studies for those who had no exposure to suicide, future research 
could usefully examine the impact of participation, in those not directly affected by suicide, 
on their attitudes to suicide and self-harm. The study samples furthermore revealed a gender 
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non-response bias, with an overwhelming majority of female participation (over 89% in both 
studies). These figures however are, as noted previously, comparable to the overall gender 
distribution at DIL. Indeed, it is possible that the greater representation of females at DIL 
could tie in to previous research demonstrating gender differences in adjustment to 
bereavement (Wijngaards-de Meij et al. 2008; Parkes, 2006). Females have been shown to 
orient towards the loss experienced and focus on the feelings and emotions associated with 
bereavement, whilst males tend to be restoration-oriented, focusing on the problems and 
practical issues associated with bereavement. As DIL serves as a way to remember those who 
have died by suicide, this relates more to loss-oriented grieving demonstrated by females. 
Regardless of why the gender bias exists in the current study however, low participation by 
males is a common feature in research focused on mental health and suicide (Pitman et al., 
2016) and is something that should be addressed in future with strategies designed to boost 
male response rates. In terms of study design, the lack of a control group who did not partake 
in DIL is a potential criticism. Due to the nature of the study this was not feasible to include. 
However, we suggest that this limitation may potentially be offset due to the study hypothesis 
that the effects of participation would vary based on how relevant the event was to each 
participant (i.e., whether they had lost somebody to suicide and their relationship with this 
person). Indeed it has previously been argued that such designs are preferable to those that 
incorporate a no-treatment control on both pragmatic and analytic grounds (Frese, Beimel & 
Schoenborn, 2003; Sackett & Mullen, 1993). A final consideration with regards to the sample 
of the current study relates to negative affect scores of participants. Whilst not included in the 
main analyses for this study, preliminary analysis revealed how there was no difference in 
negative affect scores of participants based on their level of exposure to suicide, and further, 
how the mean scores for each group fell below the recognised average score for this subscale 
(Thompson, 2007). This suggests that individuals bereaved by suicide who chose to take part 
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in this event – or at least, those who took part in this study – may already be at an advanced 
coping stage in concern to the loss experienced. For those whose grief is still raw, 
participation in such a public event may have been too overwhelming. Whilst we did not 
collect information about the timing of the bereavement and so can merely speculate on such 
an occurrence, should this be true it suggests that alternative efforts may be required to reach 
those who do not feel able to take part in DIL, perhaps in a more sensitive setting. 
Moving forward, efforts should be made to determine whether the findings reported 
here can be replicated in other mass-participation events in aid of charitable organisations, for 
example, hospice memorial walks. Although similar in many aspects, the death of a close 
other as a result of suicide is associated with stigma in a way that deaths due to many other 
causes are not. If findings differ this would point towards a stigmatised identity as being an 
important factor in the current study and something that would warrant further investigation 
to determine its precise role. Additionally, it should be investigated if the findings of the 
current study can be extended beyond psychological well-being. As noted previously, suicide 
has an acknowledged social contagion with an elevated risk of future suicidal behaviour 
amongst those affected. In order to declaratively state that identifying with others who have 
had a similar experience could help in alleviating this risk, future research should include 
measures of suicidal ideation and self-injurious behaviour, perhaps in a setting where more 
enduring identity ties could be developed.  
Conclusions 
In conclusion, collective participation in an event focused on suicide awareness can 
serve as an effective intervention for those bereaved by suicide in terms of psychological 
well-being. This change in well-being can be explained through mechanisms including social 
identity and social connectedness, adding to what is already known about the vast role social 
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identity plays in individual health and well-being. These findings have implications for 
informing best-practice interventions targeting those bereaved by suicide, whilst also 
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General Conclusion 
This thesis investigated 1) the role of group identification and 2) the impact of 
community interventions on stigma and attitudes towards suicide, mental ill-health and help-
seeking, and well-being in those bereaved by suicide. Through the cumulative body of work 
presented in the four empirical papers that comprise this thesis, new theoretical knowledge 
has been established that conveys how group memberships and identification are important 
factors in the study of mental ill-health and suicide. Further, the evidence base supporting the 
social identity approach has been extended to stigma and attitudes towards mental ill-health, 
suicide and help-seeking, albeit with our research demonstrating how this influence is not 
always positive. In this final chapter, study findings will be integrated and discussed in 
relation to theoretical, practical and applied implications in order to give an overview of the 
collective contribution of this work, before study limitations and directions for future 
research are considered.  
Theoretical Implications 
The first strand of research referred to in the introduction of this thesis was primarily 
focused on establishing if, and how, group identification impacted upon the stigma of mental 
ill-health and help-seeking. Although the final paper had a somewhat different aim, the 
findings expanded upon Part one to incorporate the role of group identification in those 
bereaved by suicide. Meeting the aim, this body of works provides substantial evidence to 
support the hypothesis that group identification is indeed an influential factor for these issues. 
This is a novel finding as there was no previously existing evidence demonstrating whether 
group identification has an impact on stigma of mental ill-health and help-seeking, or whether 
the effectiveness of psychological interventions based on the ‘Groups 4 Health’ concept 
(Haslam, Cruwys, Haslam, Dingle & Chang, 2016) can be extended to those bereaved by 
154 
       
  
suicide. What we also found, however, was that the relationship group identification has with 
the measures of interest in this study is far from straightforward and not uniformly positive. 
Dependent on the group identified with and the norms subscribed to by group members, 
strength of identification can ease or exacerbate stigma of mental ill-health, and help or 
hinder help-seeking and well-being in a sometimes paradoxical manner.  
In certain situations, and extending the evidence base of the beneficial nature of group 
identification for health and well-being, identification had a positive impact on our study 
measures in what can be considered a ‘social cure’. For example, higher identification with a 
community group was associated with lower perceived stigma of mental ill-health amongst 
group members, an effect that was mediated by an increased perception of social support. 
This finding was further augmented by evidence that identification with more than one group 
amplified positive effects. Not only does this reiterate the important role that group 
identification plays, it also extends theoretical knowledge within the social identity approach 
by showing that it is not just membership of multiple groups (Jetten et al., 2015), but 
identification with these groups that has important social and well-being consequences. 
Similarly, this research demonstrated how group identification has positive consequences for 
those who have lost a loved one to suicide, which is a particularly important and novel 
finding, given how this is a group traditionally isolated in their grief, and are at increased risk 
for adverse outcomes not limited to future suicidal behaviour (Pitman, Osborn, Rantell & 
King, 2016).  
On the other hand, this research also demonstrated that group identification can be a 
‘social curse’ for outcomes related to mental ill-health and help-seeking. Amongst a 
university community that exhibited high levels of stigma of suicide and mental ill-health 
(based on criteria established by Scocco, Castriotta, Toffol, & Preti, 2012), identification with 
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the university group was associated with adverse outcomes in terms of willingness to engage 
with available mental health services; a finding that contradicts what the social identity 
approach tells us about help-seeking from ingroup sources, with this type of help generally 
considered to be more welcome and less threatening to a person’s self-esteem (Jetten, Haslam 
& Haslam, 2012).  
Having established that the role of group identification can be both helpful and a 
hindrance to well-being and how mental ill-health and help-seeking are viewed, this suggests 
that context and the group in question may be influential. For example, it possible that the 
type of identity that is salient may be of importance, as different groups prescribe different 
norms for their members (Turner et al., 1987). University students, the salient identity in our 
first paper, represent a high-status, high-achieving group (Bradley, Noonan, Nugent, & 
Scales, 2008; Peterson, 2001). Thus, mental health struggles may violate the norms that apply 
to this group to a greater extent than may be the case for a group seen as being lower in 
societal stature. This was not something that was explored in the current research, but will be 
discussed further in relation to future directions.  
When it comes to issues that are considered taboo, such as mental ill-health or 
experience with suicide, whether the role of group identification is positive or negative may 
also depend on if the issue can be hidden or if it is plainly visible to other group members. 
Amongst a university community where stigma of mental ill-health is high, an individual may 
act to conceal mental ill-health that may interfere with their normative fit to the group 
(Turner, Hogg, Oakes, Reicher & Wetherell, 1987). This may be achieved by avoiding use of 
support services that would risk exposing such issues to potentially judgemental peers, as was 
witnessed in Paper 1. Such actions ultimately result in a negative outcome in that professional 
help that may be vital for health and well-being is not received. But, where a person already 
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self-categorises with a stigmatised identity that is more difficult to conceal, such as 
bereavement by suicide, identifying with similar others can have a positive impact by 
providing a basis for the sharing of social support and understanding, thus positively 
impacting well-being (Paper 4). This ties into the concept that social identity may act as a 
coping resource (Haslam, Jetten, Postmes & Haslam, 2009), in that a sense of shared identity 
underpins the capacity for members of disadvantaged groups to work together to buffer 
themselves from the negative consequences of their circumstances, particularly when 
distancing themselves from this low-status group is not a possibility (Blaine & Crocker, 
1995; Schmitt & Branscombe, 2002; Postmes & Branscombe, 2002).  
The differing role of identification and whether it has a positive or negative impact on 
outcomes related to mental ill-health and suicide can also be attributed in a major way to its 
interplay with stigma. For example, where stigma of mental ill-health is high amongst an 
ingroup, this can negatively influence help-seeking behaviour for those most highly identified 
with the group (Paper 1). However, group identification can also lower perceptions of stigma 
within an ingroup, due to positive expectations of group members including increased 
perceptions of social support (Paper 2). This leads to an interesting paradox whereby stigma 
can lead to individuals turning away from a group for much needed support due to fear of 
judgement when, in fact, to deal with stigma and experience the acceptance of mental-health 
issues amongst peers, they need to turn towards the group. By doing so they can also gain 
from associated benefits of group identification for health and well-being (e.g. Haslam et al, 
2009; Jetten et al, 2012).  
A paradox also exists in terms of service provision for stigmatised issues such as 
mental ill-health and suicide. As demonstrated in Paper 1, individuals may be reluctant to 
avail of close-by services offered by members of their community or university (i.e., their 
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ingroup) for fear of exposure and judgement or exclusion by peers. Yet stigma of mental-ill 
health and help-seeking, important predictors of help-seeking behaviour, can be reduced by 
presence of such local services due to a normalising effect- something that is discussed below 
in greater detail.  
In the second half of this thesis we assessed if community interventions could enact 
change in the same measures that we demonstrated were subject to influence by group 
identification, those being stigma and attitudes towards mental ill-health and help-seeking, 
and well-being for those bereaved by suicide. The premise for this idea was that when an 
issue is more visible within a community group, particularly when that issue is stigmatised as 
is the case with mental ill-health and suicide, this may help to ‘normalise’ the issue with 
positive consequences for help-seeking and well-being. In the latter two studies included in 
this body of work, visibility was enhanced through different ‘interventions’. In the case of 
mental ill-health and help-seeking this was achieved by the introduction of community-based 
mental health services in local areas. The commonality of bereavement by suicide meanwhile 
was highlighted through a suicide awareness event that also serves a way to remember those 
who have lost their lives to suicide, an event that is run in a large number of communities 
across the Republic of Ireland. In both cases, positive outcomes were noted for group 
members after what we frame as the respective intervention. Community respondents 
demonstrated decreased stigma and more positive attitudes towards help-seeking after 
community-based mental health services were introduced in their locality, whilst participants 
in the suicide awareness event evidenced significant increases in positive affect after 
completion- a finding that, as is discussed above, can be attributed to identification with 
similar others, amongst a demographic that may otherwise be isolated. 
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Individually, each paper in this thesis makes a substantial contribution to theory and 
knowledge in its own right. Cumulatively, this thesis demonstrates that group membership 
and identification has a substantive influence on well-being in those bereaved by suicide, and 
how people think about mental ill-health and help-seeking. This is a complex relationship that 
is not unidirectional, with the direction of the effect dependent on factors including stigma, 
group norms, and ability to conceal mental health issues that may be considered taboo. Given 
that this was the first time stigma of mental ill-health and help-seeking, and well-being in 
those bereaved by suicide were considered through the lens of the social identity approach, 
this research is novel and extends the evidence base of this theoretical framework to 
consideration of these major societal problems. Further, it demonstrates how group 
identification can be considered both a social cure – an effect that is widely reported – as well 
as a social curse, in what is a newer line of research (e.g. Rubin and Stuart., 2017). Finally, 
this research demonstrated that by making an issue such as mental ill-health or suicide, that is 
considered taboo, more visible within a given group of community, this can have a positive 
impact on stigma, attitudes and willingness to engage with professional mental health 
services, and well-being. Whilst contribution to theory and knowledge is the primary purpose 
of a doctoral thesis, the value of the current project does not stop there. There are also 
considerable practical and applied implications of this work, as are discussed below. 
Practical and Applied Implications 
 As a result of our partnership with Pieta House, we were in the fortunate position to 
be able to impact change directly and influence the development and provision of mental 
health services in local communities in Ireland over the course of this project. Prior to the 
commencement of this research, Pieta were particularly interested in identifying attributes of 
communities that may help or hinder the uptake of local support services, given their primary 
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function to provide crisis counselling for issues related to suicide and self-harm. As one of 
their secondary goals is to promote suicide awareness and reduce the stigma surround mental 
ill-health, they also wanted to ascertain if the presence of community-based services may 
have consequences that extend beyond the direct effect of individual counselling in terms of 
destigmatisation amongst community residents. Finally, as the project progressed and Pieta’s 
reach extended to offering support to those bereaved by suicide, they were also keen to 
identify factors that may facilitate coping in this at-risk group. Further contribution has been 
made to overall landscape of mental health service provision both within Ireland and 
internationally.  
 Beginning with factors influencing the uptake of mental health services, we were able 
to determine that group membership and identification play an important role in people’s 
perception of mental ill-health, and willingness to engage with mental health services. As 
outlined above, when stigma of mental ill-health is high amongst a given group, this can 
negatively impact use of local support services for fear of exposure to judgemental peers; an 
effect that is particularly notable for those who identify most strongly with the group. In 
recent years there have been increased calls for mental health services that are close-by and 
easily accessible for all – this being on-campus services in terms of a university group, or 
community-based services within a local area. Our first paper however demonstrated that 
when such issues are stigmatised, services that are overly familiar are not necessarily 
preferred, as they deny service-users anonymity in a way that services that are not in such 
immediate vicinity may not.  
On the other hand, and tying into Pieta’s second aim for this research, the presence of 
local, community-based services can serve to reduce the stigma surrounding mental ill-health 
and help-seeking by initiating a normalising effect. The visibility of mental health services 
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within a given area may result in community members viewing help-seeking behaviour as 
something that is not unusual or something to be ashamed of, but rather part of the everyday 
fabric of maintaining health and well-being, in the same way as visiting a doctor or a dentist 
might be considered. This suggests that local, accessible services play a very important role 
in facilitating help-seeking behaviour and the uptake of support services. Taken together, we 
can conclude that a combination of local and more distal mental health support services offers 
the best outcome in terms of willingness to engage with professional help-seeking. Whilst 
prevailing stigma surrounding mental ill-health in a given area may result in an avoidance of 
local services in the first instance - in which case an off-campus or out-of-town option is 
preferred - their presence may eventually serve to reduce this stigma. This in turn can 
facilitate future uptake of such local, community-based services that offer the benefit of being 
close-by and easily accessible so that service users can engage with professional help from 
familiar environs and whilst remaining in the comfort of their own homes.  
An additional attribute within a locality that the current research highlighted as being 
conducive to positive attitudes towards mental health issues was close-knit social groups or 
communities. In contexts where group members demonstrate high group identification, they 
perceive more social support to be available to them, and more positive expectations from 
fellow group members are fostered (Paper 3). Thus, even when issues are considered taboo, 
such as mental ill-health, positive expectations from fellow group members mean that people 
can anticipate support and help from their ingroup rather than judgement or discrimination. 
This suggests that an effective way to reduce stigma of mental ill-health within a given group 
is to enhance group ties and relations in order to achieve a more supportive environment. This 
in turn may facilitate the admittance of struggles with mental ill-health and ultimately help-
seeking behaviour; something that should be assessed in future research.  
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 In addressing Pieta’s final aim for this research, that being how coping processes may 
be facilitated in those bereaved by suicide, we turned our attention to their largest annual 
fundraiser, ‘Darkness into Light’ (DIL), which also serves as a suicide awareness event and 
memorial for those who have died by suicide. Because of this, many of those who take part 
have been personally impacted by the death of a loved one to suicide. We were able to 
demonstrate that, for those bereaved by suicide, taking part in DIL had a positive impact on 
their psychological well-being, with the greatest increase evident in those who had lost an 
immediate family member and thus were most closely affected by the death. This effect could 
be explained through social connectedness and identification with other crowd members who 
have experienced a similar loss. When added to findings from Fredrickson and Joiner (2002) 
showing how emotional well-being can improve coping, it is plausible that participating in a 
collective event such as DIL may act as an intervention and help those bereaved by suicide to 
cope with their loss. In this way and reiterating what is discussed in relation to theoretical 
implications, group identification can be seen to provide a “social cure” for this vulnerable 
group who have been shown to be at risk for future suicidal behaviour and other adverse 
outcomes (Pitman, et al., 2016). To conclusively frame DIL as an intervention, however, a 
great deal more research is required to explore additional elements of the event that may have 
contributed to in the increase in well-being noted amongst participants. For example, the 
scale of the event and mass participation are key traits of DIL, and it is possible that this 
show of public support for an issue associated with such a high degree of stigma may be an 
important factor, but was not measured in the current research. Further, the timing of the 
event, and walking, literally, from darkness until the light of dawn, is very symbolic and may 
serve to cultivate a unique atmosphere that could contribute to some of our findings. These 
are questions that could usefully be answered be employing a qualitative approach, and will 
form an important line of enquiry in the analysis of qualitative interviews conducted with 
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participants at DIL in the same period as when this quantitative data was collected. The 
overall aim of this qualitative approach will be to conduct an in-depth analysis of the 
elements of DIL that people identify as contributing to an increase in well-being or positive 
emotions. Based on these findings, we suggest that components of DIL that may be 
recognised as ‘active ingredients’ in promoting well-being could be usefully employed to 
design future interventions in alternate settings. In doing so, however, we acknowledge that 
this would be very much in the preliminary stages of the design process. The ‘development’ 
phase of the Medical Research Council’s (Campbell et al., 2000; Craig et al., 2008) 
framework for developing and evaluating complex interventions stresses the importance of 
preliminary work for identifying the evidence base, identifying/developing theory, and 
modifying processes and outcomes, and is a phase where this strand of research would come 
into play. 
Moving past DIL, and given the demonstrated benefits of social identification even in 
a somewhat transient setting, targeted interventions for those who have lost a loved one to 
suicide should also consider exploring situations where more enduring group ties can be 
fostered with people who have experienced a similar loss, for example in group therapy or 
support groups. Whilst prior research has demonstrated the beneficial nature of group therapy 
for those bereaved by suicide (e.g. Farberow, 1992; Linde, Treml, Steinig, Nagl, & Kersting, 
2017), these have not examined group identification as a potentially crucial component of 
such interventions. Other health-based interventions have demonstrated the importance of 
building and strengthening group ties in the context of group therapy, with those who 
demonstrated the highest levels of group identification yielding the greatest gains in terms of 
mental health (Haslam et al., 2016). This suggests that the effectiveness of group-based 
interventions may differ based on the strength of each individuals’ subjective identification 
163 
       
  
with that group, and how cultivating in-group relations may enhance the effectiveness of the 
therapy. These are things that should be explored in future research.  
The potential for practical or applied applications of the current research to impact 
change do not stop with the Pieta House community intervention model; indeed, the majority 
of the findings discussed thus far are applicable to a wide range of organisations and mental 
health service providers. For example, findings that the presence of local mental health 
services may reduce the stigma surrounding mental ill-health and help-seeking is valuable 
information for any community-based service provider. Similarly, the participation benefits 
of DIL noted in Paper 4 may well extend to other collective charity events for non-profit 
organisations, particularly for participants who have a personal connection to the designated 
cause. The knowledge that such events can be beneficial not only as a charity fundraiser, but 
also for individual well-being may help charities attract larger crowds to their event. This 
would have an associated monetary benefit, but would also extend the reach of any positive 
impact on well-being to a larger audience. Moreover, this research extends what is known 
about the positive effects of volunteering and participation in charity events (Morrow-
Howell, Hinterlong, Rozario & Tang, 2003), by emphasising the important role that being 
part of a group plays in promoting well-being. The benefits of group identification in contexts 
of collective participation noted in this thesis may also be applied to other strands of research 
focused on collective environments, for example in work and organisational contexts (Gong, 
Chang & Cheung, 2010), crowd situations (Alnabulsi & Drury, 2014) and mass sporting 
events (Downward & Rasciute, 2011).  
A final contribution of this thesis in a practical sense is that it provides a snapshot of 
the stigma and attitudes surrounding suicide and help-seeking within different communities 
and student groups in Ireland. This has highlighted several areas where there is potential for 
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targeted interventions to impact positive change. In Paper 1, for example, it was noted that 
the stigma surrounding mental ill-health and suicide was at a high level amongst the student 
population surveyed, based on the STOSA scale administered (Scocco et al., 2012). In 
contrast, the sigma of mental ill-health evident amongst the community sample in Study 2 
was below midpoint of the Perceived Discrimination Devaluation scale (PDD; Link, 1987), 
and thus the point at which stigma scores are generally considered to be high (e.g. Bifftu & 
Dachew, 2014). Similarly, whilst the stigma of mental ill-health amongst the community 
sample in Paper 3 was above this cut-off for the PDD at first measurement, it was no longer 
considered to be high once our intervention in the form of community-based services had 
been introduced. Whilst a different measure of stigma was used in Paper 1, meaning that 
direct comparisons cannot be made, this still suggests that stigma of mental ill-health may be 
higher amongst university students in Ireland than in the general population represented by 
the community samples. Potential reasons why this might be the case were not investigated in 
the current research, but we speculate that it could be attributed to norms applied to this high-
achieving group, with the ‘typical’ student often painting a picture of youth, healthiness, and 
activeness (Bradley et al., 2008); an image in which there is no place for struggles with 
mental ill-health. The physical proximity of student populations within university settings 
mean that interventions targeting this group are relatively straightforward (Peterson, 2001), 
and should be considered so that students struggling with such issues may perceive greater 
understanding and acceptance from peers, which in turn may have a positive influence on 
help-seeking behaviour. Investigation of whether stigma impedes help-seeking amongst other 
high-achieving groups such as elite sportspeople (Rice et al., 2016) or leaders in the business 
world (Lee, 1997), meanwhile, could shed further light on whether our above speculation 
hold true.  
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This paper also demonstrated how, in contrary to common perceptions, past 
experience with help-seeking was in fact associated with negative perceptions towards 
seeking professional help. Rickwood, Deane, Wilson and Ciarrochi (2005) claim that prior 
experience with professional help services may act as a barrier to future help-seeking 
behaviour if that experience was negative. Worryingly, this suggests that our study 
participants have had negative experiences with the mental health services available to them. 
This research thus highlights a need for further investigation to look at these experiences in 
more depth and perhaps review how professional help for mental ill-health is delivered 
nationwide; actually doing so however was beyond the scope of the current project. As with 
any research, restrictions on time and resources meant that we could not conduct a detailed 
exploration of several compelling findings uncovered over the course of this work. 
Additional limitations of this project are discussed in greater detail below in relation to both 
theory and methodology. 
Project Limitations 
 Although this body of work extends knowledge about the influence of social factors 
on issues relevant to mental ill-health and suicide in many ways, a consideration of some 
general limitations throughout the research presented in this thesis is needed. In terms of 
methodology, the most prominent limitation relates to how, for the most part, the studies 
included in this thesis do not have a longitudinal design. With the exception of a sub-sample 
of participants in Paper 4 who agreed to provide identifying information to that their 
responses could be tracked over time, this thesis comprises of cross-sectional studies in the 
case of Papers 1 and 2, and repeated cross-sectional studies in Paper 3 and remaining 
participants in Paper 4. The cross-sectional studies served the purpose of examining the 
relationship between study measures at a single time-point in order to establish the role of 
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group identification, and did so effectively. However, the repeated cross-sectional method 
was chosen primarily as a way to eliminate ethical concerns related to the collection of 
identifying information in what were relatively localised areas. Although a repeated cross-
sectional design can be seen as a way to negate the effect of dropout and ensure that study 
samples remain representative of the population under consideration at follow-up 
measurement occasions (Yee & Niemeier, 1996), they do not have to the same power to draw 
causal conclusions as longitudinal designs, and also lack the ability to investigate underlying 
causes for changes in study measures over time as individual responses are not tracked across 
time (Ployhart & Vandenberg, 2010). In this way, the lack of a longitudinal design can be 
seen as a significant limitation. In the instances where a repeated-cross sectional/longitudinal 
design was employed, time constraints within this project meant that measurements were 
taken at only two time-points; before and after DIL in the case of Paper 4, and before and 
after community-based mental health services were introduced in Paper 3. As such, we have 
no information about whether effects noted were sustained over time, or subject to change 
once immediate effects had worn off. A third round of data collection after a sustained time-
lapse would thus have been optimal to determine the longevity of effects.  
 Ethical considerations also restricted both the study measures and study samples 
selected throughout this project. Our study measures related primarily to measures of stigma 
of mental ill-health and stigma of help-seeking. We did not ask detailed questions about 
respondent’s mental health status, suicidal ideation or acts, or about actual help-seeking 
behaviour. Indeed, health and well-being measures, again with the exception of Paper 4, were 
not included in this research as it was purposefully designed to be minimally invasive and 
upsetting, as we were not in a position to offer aftercare, intervention or counselling if it was 
deemed to be required (information about services that were currently available was made 
available to all participants on completion of each respective survey). Unfortunately, this 
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means that whilst we can make predictions about how the measures we did study may impact 
help-seeking behaviour based on prior research, we lack evidence to definitively conclude 
whether or not they do so in our study populations. Further, this research did not include 
control groups in the case of our repeated-measures studies (Papers 3 and 4). The reason for 
this was that we were reluctant to query help-seeking perceptions in community groups 
where it was not planned to deliver help-services, or to ask about well-being in those 
bereaved by suicide amongst populations where they would not be any efforts made to 
enhance any deficits noted. Whilst we were happy with the reasoning behind this decision, 
the inclusion of control groups would have served to verify the findings we report. 
 In relation to the study sample, one element of the research that is a considerable 
limitation from a personal perspective is that it does not include individuals under the age of 
18. Suicide is the leading cause of death amongst young people in Ireland (National Office of 
Suicide Prevention, 2017). The suicide rate amongst Irish teenage girls is the highest in the 
EU at almost 2.5 times the average rate, and also amongst the highest in the EU for Irish 
teenage boys (Unicef, 2017). It is thus imperative that this population is the focus of research 
so these unusually high rates can be understood and comprehensive intervention strategies 
designed. Yet, as was the case with the current research, ethical permission to include persons 
under the age of 18 in studies that address issues related to suicide and mental ill-health 
continues to be denied on a regular basis. This is something that needs to be addressed in the 
future, with greater cooperation developed between researchers, organisations, schools and 
parents to ensure that young people’s mental health is not overlooked. 
 An additional methodological limitation of the current study is that the data included 
in the current thesis was collected entirely from surveys based on validated and reliable self-
report measures. Surveys have the benefit of reaching large segments of the population within 
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relatively limited timeframes and cost effective manner so a representative sample can be 
achieved (indeed, the majority of studies evidenced an age range from 18 right up to 80 and 
90). The use of standardised self-report measures meanwhile ensures that study findings can 
be compared to prior research as well as across time, and can measure constructs that would 
be difficult to obtain with behavioural or physiological measures (Austin, Gibson, Deary, 
McGregor, & Dent, 1998). However, there are also drawback associated with such methods. 
Data derived from self-report questionnaires is not as rich or in-depth as, for example, 
qualitative data collected through interviews or focus groups or offer objectivity in the same 
way that behavioural and physiological measurement can. Further, self-report measures are 
associated with a host of potential issues not limited to honesty, introspective ability, 
understanding, differing interpretation of rating scales, and response bias (Fan et al., 2005). 
Given that a portion of our research was conducted online, there are also associated problems 
with control of the sample, as despite rudimentary controls in the way of questions assessing 
inclusion criteria, we were unable to verify if participants indeed fit the study criteria, or 
responded on more than one occasion. Online surveys also exacerbate the issue surrounding 
self-selected study samples, as only those with a vested interested in the topic were likely to 
respond, particularly given the lack of incentive to take part in terms of a reward (in-person 
respondents were approached by researchers and offered tea/coffee in return for their time). 
The issue with self-selection was evident throughout this thesis, which is most evident from 
an overwhelming majority of female respondents in every study. This is in no way unusual, 
with over-representation of females being typical of research concerning mental ill-health 
(Woodall, Morgan, Sloan, & Howard, 2010), but highlights the need for targeted research 
strategies to increase the percentage of male respondents in future work. Because of this 
gender imbalance, the findings presented throughout this thesis remain more applicable to 
females. Further, given that the majority of participants were drawn from small geographical 
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areas with a relatively homogenous population of white Irish, consideration also needs to be 
made of how generalizable these findings would be across cultures or in areas of greater 
diversity. 
Going beyond the methodological limitations of the current research, it is necessary to 
acknowledge how whilst the social identify approach was chosen as an appropriate 
theoretical framework on which to base this thesis, there are additional theories that may well 
have been applicable. For example, Fredrickson’s (1998) broaden-and-build theory 
articulates how experiencing positive emotions can build resources, including social 
resources, help deal with negative emotions thereby aiding coping, with a consequent impact 
on individual well-being. In this way, the broaden-and-build theory could provide a valid 
explanation for the findings we report in Paper 4, where participants bereaved by suicide 
demonstrate increased well-being after experiencing social connectedness whilst taking part 
in Darkness into Light. Further, both the theory of reasoned action (Ajzen & Fishbein, 1980; 
Fishbein & Ajzen, 1975) and subsequent theory of planned behaviour (Ajzen, 1988) have 
been used to predict help-seeking intentions for mental ill-health to good effect in previous 
research (e.g. Bayer & Peay, 1997; Mills, 2010; Smith, Tran & Thompson, 2008). Help-
seeking can also be viewed as an important coping mechanism, which makes Lazarus and 
Folkman’s (1987) transactional model of stress and coping relevant, particularly in terms of 
secondary appraisal, i.e., the process of evaluating available resources to deal with the issue 
or stressor. Previous applications of this theory have also assessed coping strategies for 
stigma and discrimination (Berjot & Gillet, 2011). However, consideration of the 
transactional theory of stress and coping circles back to the social identity approach to health, 
as this is an expansion on Lazarus and Folkman’s model, adapted to include how group 
processes effect cognitive appraisal (Haslam, O'Brien, Jetten, Vormedal, & Penna, 2005). In 
sum, whilst additional theories may indeed be useful for explaining some of our findings, 
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most do not pay fully consider how influential our social environment and the social groups 
to which we belong can be for a wide range of issues, including mental ill-health, suicide, and 
help-seeking. Therefore, whilst we do not wish to take a position on whether one theory is of 
greater relevance than another, we are satisfied that employing the social identity approach as 
a lens through which to conduct this project enabled us to add an additional level of analysis 
to existing knowledge. This was to explore the crucial role that groups play in the 
aforementioned issues, and thus achieve our overarching aims for this research. In doing so, 
we have also identified several areas that could benefit from further consideration. 
 
Future Directions  
Whilst this body of research has delivered strides in our understanding of the social 
influence on issues relating to suicide and mental ill-health, one single project cannot achieve 
everything. With this in mind, addressing some of the limitations discussed above 
significantly extend the reach of the current research. Longitudinal studies conducted over 
extended periods of time in particular could add validity to the results achieved in repeated 
cross-sectional studies, whilst measures of actual help-seeking behaviour and utilisation of 
mental health services could extend the evidence base of this thesis from theory to practice. 
Study populations should also be extended to incorporate a younger demographic and 
consider how applicable findings may be to individuals from minority groups residing within 
our communities of focus, as well as to individuals who are currently or have in the past 
experienced mental ill-health.  
Steps have already been made to address additional limitations in relation to the type 
of data incorporated in this thesis. In parallel to this project, qualitative data was collected 
through both online forms and series of interviews so that a more in-depth understanding of 
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how social factors can influence our study measures can be achieved. This includes an 
extensive series of interviews conducted with participants in Darkness into Light to establish 
how being part of a large social movement against suicide can affect those who have been 
bereaved in this way, as well as to understand what attracts individuals to participate in this 
type of event. Further qualitative data will be used to assess an additional factor that is 
frequently recognised as a barrier to help-seeking behaviour but that was beyond the scope of 
the current project, that being knowledge or literacy of mental ill-health and suicide 
(Thompson, Hunt & Issakidis, 2004). The next step in this line of research will therefore be 
to determine how public perceptions of risk factors and ‘causes’ of suicide differ both 
between groups, and from established knowledge of such matters. In this way, targeted 
educational programs can be developed to address any gaps in knowledge observed.  
Moving beyond the current project, several areas that warrant further attention have 
also been noted over the course of this research; for example, high levels of stigma and 
negative experiences of help-seeking behaviour demonstrated amongst the student population 
in Paper 1, and persistent public stigma of mental ill-health documented in Paper 3. These are 
indicative of wider issues facing both the perception of mental ill-health and provision of help 
services at a national level, and evidence how considerable work is still needed to bring these 
issues in line with acceptable standards.  
Final Summary 
 This thesis provides evidence of how social factors can influence stigma of mental ill-
health, help-seeking, and well-being in those bereaved by suicide. Guided by the theoretical 
framework of the social identity approach, we conducted an in-depth exploration how group 
identification impacted upon these study measures in different communities across the 
Republic of Ireland. We established that whilst group identification had a significant impact on 
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perceptions of help-seeking, stigma of mental ill-health and well-being in those bereaved by 
suicide, this relationship was not straightforward. Rather, its impact could be either positive or 
negative dependant on its interaction with stigma within the groups studied. We further 
identified attributes of communities and social groups associated with helpful or harmful 
attitudes towards mental health and help-seeking, thus setting out an agenda for future 
investigation and intervention, and ascertained that increased visibility of mental ill-health and 
suicide can have a positive impact on attitudes towards mental ill-health, help-seeking, and 
well-being. In sum, the body of work presented here advances theoretical knowledge in both 
the field of social identity research and the study of suicide and mental ill-health. It has 
extensive practical implications for the provision of mental health services both nationally and 
internationally. And, finally, it assists with the future development of our partner organisation 
on this project, Pieta House, to ensure that it continues to develop and effectively meet the 
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APPENDIX A 
Paper 1 Survey Questions 
 
Study Consent: 
I would like to take part in this survey 
 Yes  
 No 
I am currently a university student 
 Yes  
 No 
I am over the age of 18 
 Yes  
 No 
180 










Current University   _______________________ 
 
Field of study  
 Psychology 








       
  
Please indicate the extent to which you agree/disagree with the following statements. 





1. Most people would willingly accept a person who attempted 
suicide as a close friend. 
1 2 3 4 
2. Most people believe that a person who attempted suicide is 
just as intelligent as the average person. 
1 2 3 4 
3. Most people believe that a person who attempted suicide is 
just as trustworthy as the average person. 
1 2 3 4 
4. Most people would accept a person who attempted suicide, 
and is healthy at the time, as a teacher of young children in a 
primary school. 
1 2 3 4 
5. Most people feel that attempted suicide is a sign of personal 
failure. 
1 2 3 4 
6. Most people would not hire a person who has attempted 
suicide to take care of their children, even if he or she has been 
well for some time. 
1 2 3 4 
7. Most people think less of a person who has attempted suicide. 1 2 3 4 
8. Most employers will hire a person who has attempted suicide 
if he or she is qualified for the job. 
1 2 3 4 
9. Most employers will pass over the application of a person who 
has attempted suicide in favour of another applicant. 
1 2 3 4 
10. Most people would treat a person who has attempted suicide 
just as they would treat anyone. 
1 2 3 4 
11. Most women/men would be reluctant to date a person who 
has attempted suicide. 
1 2 3 4 
12. Once they know a person is a person who has attempted 
suicide, most people will take his/her opinion less seriously. 
1 2 3 4 
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Please indicate the extent to which you agree with the following statements 
In the statements below, "my university" refers to the university that you are currently 
enrolled in 
 
1 = Strongly disagree; 2 = disagree; 3 = Disagree somewhat; 4 = Agree somewhat; 5 = 
Agree; 6 = Strongly Agree 
  
I feel a strong bond with people in my university 1 2 3 4 5 6 
I feel solidarity with people in my university 1 2 3 4 5 6 
I feel committed to people in my university 1 2 3 4 5 6 
I am glad to be in my university 1 2 3 4 5 6 
I think that people in my university have a lot to be proud 
of 
1 2 3 4 5 6 
It is pleasant to be in my university 1 2 3 4 5 6 
Being in my university gives me a good feeling 1 2 3 4 5 6 
I often think about the fact that I am in my university 1 2 3 4 5 6 
The fact that I am in my university is an important part of 
my identity 
1 2 3 4 5 6 
Being in my university is an important part of how I see 
myself 
1 2 3 4 5 6 
I have a lot in common with the average person from my 
university 
1 2 3 4 5 6 
I am similar to the average person from my university 1 2 3 4 5 6 
People in my university have a lot in common with each 
other 
1 2 3 4 5 6 
People in my university are very similar to each other. 1 2 3 4 5 6 
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Imagine that YOU were experiencing issues related to mental health or suicide. How 
would you feel about seeking help from a mental health service in YOUR university? 
Please read the above paragraph and then indicate the extent to which you agree with 
the following statements 






I would feel inadequate if I went to a university therapist 
for psychological help. 
1 2 3 4 5 
My self-confidence would NOT be threatened if I sought 
professional help from my university. 
1 2 3 4 5 
Seeking psychological help from my university would make 
me feel less intelligent. 
1 2 3 4 5 
My self-esteem would increase if I talked to a therapist in 
my university. 
1 2 3 4 5 
My view of myself would not change just because I made 
the choice to see a therapist in my university. 
1 2 3 4 5 
It would make me feel inferior to ask a therapist in my 
university for help. 
1 2 3 4 5 
I would feel okay about myself if I made the choice to seek 
professional help from my university. 
1 2 3 4 5 
If I went to a therapist in my university, I would be less 
satisfied with myself. 
1 2 3 4 5 
My self-confidence would remain the same if I sought 
professional help from my university for a problem I could 
not solve. 
1 2 3 4 5 
I would feel worse about myself if I could not solve my own 
problems. 
1 2 3 4 5 
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Do you know somebody who has died by suicide? 
 Yes 
 No 
Have you direct personal experience with suicidal thoughts or behaviour? 
 Yes 
 No 
Have you or somebody you know ever received professional help for suicidal thoughts, 
feelings or behaviours? 
 Yes 
 No 















COMMUNITY LIFE AND MENTAL HEALTH 
 
Residents of Tralee are invited to take part in a survey designed to look at how people think about mental 
health issues and in particular issues related to suicide. Taking part in this survey involves you providing us 
with some background information (e.g. age, education) and answering a series of questionnaires related 
to mental health in general and to your community. This will take approximately 20 minutes. By taking part 
you will be facilitating our understanding of current services and the need for additional services in your 
locality. This research is being conducted by the Centre for Social Issues Research at the University of 
Limerick and funded by the Irish Research Council. 
Some of the questions in this survey deal with issues of a sensitive nature (e.g. mental health, suicide). If 
you are uncomfortable answering these questions you can stop participating at any time. Any information 
that you give to the researcher will be completely confidential and participation will be anonymous.  
If you feel upset during or after participation, please inform the researcher immediately, who can talk with 
you about some support services that may be of help. 
If you have any questions, please ask the researcher. This study has full approval from the Faculty of 
Education and Health Sciences Ethics Committee of the University of Limerick (Ethics code 
2014_06_26_EHS ).  
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APPENDIX C 
Paper 2 and Paper 3 Survey Questions  




COMMUNITY LIFE AND MENTAL HEALTH 
 
 
Study Consent:        Please tick box 
I would like to take part in this study     
I am over the age of 18      
I am currently resident in xxxx/ 
I consider myself part of the xxxx community    
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SECTION 1: DEMOGRAPHIC INFORMATION  
1. Age in Years: _____   2. Gender (please circle): Male / Female 
 
3.  What is the highest level of education that you have completed? 
 No formal education 
 Primary education 
 Junior Cert/equivalent 
 Leaving Cert/equivalent 
 Third Level degree/diploma 
 Postgraduate qualification 
 










    Below Average 
    Poor
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1. What is your religion? 
 Roman Catholic 





 No religion 
 
2. How often do you attend church or other religious meetings? 
Please select the most appropriate response from the options below 
 Never 
 A few times a year 
 A few times a month 
 Once a week 
 More than once a week 
  
How often do you spend time in private religious activities, such as prayer, meditation or Bible 
study?  
 Rarely or never 
 A few times a month 
 Once a week 
 Two or more times per week 
 Daily 
 More than once a day 
 
4. The following section contains 3 statements about religious belief or experience.  
Please mark the extent to which each statement is true or not true for you. 
1 = Definitely not true; 3 = Unsure; 5 = Definitely true
 
 In my life, I experience the presence of the Divine (i.e., God) 1 2 3 4 5 
My religious beliefs are what really lie behind my whole 
approach to life 
1 2 3 4 5 
I try hard to carry my religion over into all other dealings in 
life 
1 2 3 4 5 
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SECTION 2: MENTAL HEALTH 
 Please indicate the extent to which you agree/disagree with the following statements. Select 
the response that best describes your opinion (please circle) 
1 (= strongly disagree) to 6 (= strongly agree) 
Most people would willingly accept a person who once had a 
serious mental illness as a close friend 
1 2 3 4 5 6 
Most people would believe that a person who has been treated 
for mental ill health is just as intelligent as the average person 
1 2 3 4 5 6 
Most people would believe that a person who once had  mental ill 
health is just as trustworthy as the average citizen 
1 2 3 4 5 6 
Most people would accept a person who had a serious mental 
illness but is now fully recovered as a teacher of young children in 
a primary school 
1 2 3 4 5 6 
Most people feel that receiving treatment for mental ill health is a 
sign of personal failure  
1 2 3 4 5 6 
Most people would not hire a person who once had mental ill 
health to take care of their children, even if he or she had been 
well for some time  
1 2 3 4 5 6 
Most people think less of a person who has been treated for a 
mental ill health 
1 2 3 4 5 6 
Most employers will hire a person who had mental ill health if he 
or she is qualified for the job 
1 2 3 4 5 6 
Most employers will pass over the application of someone who 
had mental ill health in favour of another applicant  
1 2 3 4 5 6 
Most people in my community would treat someone who once 
suffered from mental ill health just as they would treat anyone 
1 2 3 4 5 6 
Most young women would be reluctant to date a man who had 
been treated for a serious mental illness  
1 2 3 4 5 6 
Once they know a person treated for mental ill health, most 
people will take his/her opinions less seriously 
1 2 3 4 5 6 
190 
       
  
SECTION 3: MY COMMUNITY 
People sometimes look to others for companionship, assistance, or other types of support. 
How often do you think the following types of support would be available to you from people 
in your community in xxxx if you need it? 
1 =none of the time; 5 = all of the time 
Someone you can count on to listen to you when you need 
to talk 
1 2 3 4 5 
Someone to give you information to help you understand a 
situation 
1 2 3 4 5 
Someone to give you good advice about a crisis 1 2 3 4 5 
Someone to confide in or talk to about your problems 1 2 3 4 5 
Someone who shows you love and affection 1 2 3 4 5 
Someone to love and make you feel wanted 1 2 3 4 5 
Someone who hugs you 1 2 3 4 5 
Someone whose advice you really want 1 2 3 4 5 
Someone to share your most private worries and fears with 1 2 3 4 5 
Someone to turn to for suggestions about how to deal with 
a personal problem 
1 2 3 4 5 
Someone who understands your problems 1 2 3 4 5 
Someone to have a good time with 1 2 3 4 5 
Someone to get together with for relaxation 1 2 3 4 5 
Someone to do something enjoyable with 1 2 3 4 5 
Someone to do things with to help you take you’re your 
mind off things 
1 2 3 4 5 
 
Please indicate the extent to which you agree with the following statements  
1 = strongly disagree, 3 = unsure, 7 = strongly agree
I identify with my community in xxxx 1 2 3 4 5 6 7 
I feel committed to my community in xxxx 1 2 3 4 5 6 7 
I am glad to be from xxxxx 1 2 3 4 5 6 7 
Being from xxxx is an important part of how I see myself 1 2 3 4 5 6 7 
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SECTION 4: SEEKING HELP 
Please indicate the extent to which you agree with the following statements 
1 = strongly disagree; 3 = undecided; 5 = strongly agree 
I would feel inadequate if I went to a therapist for psychological help. 1 2 3 4 3 
My self-confidence would NOT be threatened if I sought professional help. 1 2 3 4 3 
Seeking psychological help would make me feel less intelligent. 1 2 3 4 3 
My self-esteem would increase if I talked to a therapist. 1 2 3 4 3 
My view of myself would not change just because I made the choice to see a 
therapist. 
1 2 3 4 3 
It would make me feel inferior to ask a therapist for help. 1 2 3 4 3 
I would feel okay about myself if I made the choice to seek professional help. 1 2 3 4 3 
If I went to a therapist, I would be less satisfied with myself. 1 2 3 4 3 
My self-confidence would remain the same if I sought professional help for a 
problem I could not solve. 
1 2 3 4 3 
I would feel worse about myself if I could not solve my own problems. 1 2 3 4 3 
If I was experiencing suicidal thoughts or behaviours and sought professional 
help, I would NOT feel ashamed or embarrassed 
1 2 3 4 3 
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For the following statements…. 
1 = Disagree, 2 = Partly disagree, 3= Partly agree 4= Agree 
If I believed I was having a mental break down, my first inclination 
would be to get professional attention. 
1 2 3 4 
The idea of talking about problems with a psychologist strikes me 
as a poor way to get rid of emotional conflicts. 
1 2 3 4 
If I were experiencing a serious emotional crisis at this point in my 
life, I would be confident that I could find relief in psychotherapy. 
1 2 3 4 
There is something admirable in the attitude of a person who is 
willing to cope with his or her conflicts and fears without resorting 
to professional help. 
1 2 3 4 
I would like to get psychological help if I were worried or upset for a 
long period of time. 
1 2 3 4 
I might want to have psychological counselling in the future. 1 2 3 4 
A person with an emotional problem is not likely to solve it alone; 
he or she is likely to solve it with professional help. 
1 2 3 4 
Considering the time and expense involved in psychotherapy, it 
would have doubtful value for a person like me. 
1 2 3 4 
A person should work out his or her own problems; getting 
psychological counselling would be a last resort. 
1 2 3 4 
Personal and emotional troubles, like many things, tend to work 
out by themselves. 





       
  
APPENDIX D 
Paper 4 Survey Questions 
 



















Age in Years: ___________ 
 
Gender (please circle): Male/Female 
 
Do you know somebody who has died by suicide? 
Yes 
No 







       
  




Why did you decide to take part in Darkness into Light? 
(Choose the option that is most relevant for you) 
 To provide financial support to Pieta House 
 To remember somebody who died by suicide 
 Because I enjoy running/walking and wanted to participate in a sporting event 
 To provide hope to those struggling with issues related to suicide 
 Friends/family encouraged me to join 
 To raise awareness about suicide and self-harm 
 
 
Please indicate the extent to which you agree with the following statements in relation to your 
participation in Darkness into Light this year 
1= strongly disagree; 2 = disagree; 3 = disagree somewhat; 4 = unsure; 5 = agree somewhat; 6 = 
agree; 7 = strongly agree 
I felt that I was part of the crowd 
 
1 2 3 4 5 6 7 
I felt at one with the people around me 
 
1 2 3 4 5 6 7 
I felt a sense of togetherness with other people at 
Darkness into Light 
1 2 3 4 5 6 7 
I felt unity with others 
 
1 2 3 4 5 6 7 
I felt strong ties with other people at Darkness into 
Light 




       
  
This scale consists of a number of words that describe different feelings and emotions. Please 
Indicate the extent that you have felt this way TODAY 
1 = very slightly or not at all; 2 = a little; 3 = moderately; 4 = quite a bit; 5 = extremely 
 
 
Upset 1 2 3 4 5 
Hostile 1 2 3 4 5 
Alert 1 2 3 4 5 
Ashamed 1 2 3 4 5 
Inspired 1 2 3 4 5 
Nervous 1 2 3 4 5 
Determined 1 2 3 4 5 
Attentive 1 2 3 4 5 
Afraid 1 2 3 4 5 
Active 1 2 3 4 5 
